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Section IT. 
Tue AFTER-RESULTS OF THE REMOVAL OF BotH APPENDAGES. 


THEsE observations are based on two groups of cases—those in which 
a bilateral odphorectomy was done, leaving the uterus (Divisions 
D, E, and F), and those in which the uterus was removed also 
(Divisions M, N, O, and P). The latter group may conveniently be 
described as “ total extirpation,” although the cervix was left behind 
in many cases. The material for our disposal is as follows :— 


No. of Primary Cases 


Bilateral Salpingo-odphorectomy. cases. mortality. traced. 
D PR ..nlcdacsn., Hua Fan SS 
E. For inflammatory invite a / oe 
F. For extra-uterine pregnancy... 17 ... — ... 18 
Total Extirpation. 
M. For ovarian tumours ............ 13 —. 10 
N. For uterine fibroids ............ 69 a 52 
O. For inflammatory disease ...... 24 @ . 18 
P. For uterine carcinoma ......... 14 ae 11 
277 16 200 


Percentage of cases traced: 76°6. 


The questions that invite enquiry are as follows : — 
1. How is the general health affected ? 
2. What is the likelihood of later trouble developing in connection 
with the uterus when this organ is left? 
17 
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3. What influence has the removal of the ovaries on the remaining 
pelvic organs? 

4. Does menstruation continue after the operation, and, if so. 
what is the explanation ? 

5. What influence has the removal of the ovaries on the patient’s 
disposition ? 

6. What is the influence on sex-instincts? 

7. What are the characteristics of the artificial menopause ? 


1. How is the General Health Affected? 

It will be convenient to answer this question on the same lines as 
those adopted when considering the after-results of the removal of 
the appendages of one side, for we shall then be able to compare the 
two series of cases. 


Eight patients died later. The brief particulars about them 
are as follows :— 

D. 9. The condition was regarded, at the time of operation, 
as a double malignant ovarian papilloma. There were deposits on 
the back of the uterus and on the pelvic peritoneum. Extensive 
recurrence of growth took place in the pelvis and abdomen; and the 
patient died 7 months after the operation, with symptoms of intestinal 
obstruction. 

D. 28. This patient had a large left malignant ovarian cystic 
adenoma, and a smaller right ovarian cyst; there were also nodules 
in the mesentery. Recurrence took place, associated with the 
accumulation of free fluid in considerable quantity; tapping was 
required several times. The patient died 5 months after the 
operation. 

E. 34. The condition was one of double tuberculous pyosalpinx. 
The patient soon began to show signs of generalized miliary tuber- 
culosis, and she died of this 6 weeks after the operation. 

M. 7. The condition was one of double ovarian carcinoma with 
abundant free fluid in the abdominal cavity. It was not discovered 
whether the ovarian tumours were primary or secondary; and, if the 
latter, where the primary growth was situated. Recurrence took 
place within 2 or 3 months, and the patient died 6 months after the 
operation. 

N. 15. This was a remarkable case; and as it has not been 
reported previously, it may be given here. The operation, which 
took place on the Ist of May 1905, was undertaken on account of 
uterine fibroids, and when the abdomen was opened a small, solid 
ovarian tumour was also found on the left side. It looked so 
suspiciously like a malignant tumour that the right ovary was 
removed at the same time, although it appeared to be healthy. On 
May 11 the following report was received from Dr. Leonard Dudgeon, 
Director of the Pathological Department of St. Thomas’s Hospital : 
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‘T have examined several portions of an ovarian growth which 
was sent me by Dr. Hedley, from St. Thomas’s Home, by your orders. 
I can find no evidence of malignancy; the whole of the portion of 
the growth which I received consists of papillomatous tissue. The 
peritoneal covering of the portion of the cyst which I have examined 
has an intact peritoneal covering.” (sic.) 

On April 10 1906 the patient stated that she had been very well 
and free from pain. On examination the scar was good and firm; 
in each groin, and dipping over into the pelvis was a hard, tender 
mass wheh felt like enlarged glands. On vaginal examination the 
pelvis felt clear. On May 24 the swellings in the groin had increased 
and were causing great pain in the pelvis and thighs; and a swelling, 
the size of an egg, was found under the lower end of the scar. It 
was decided to try to extirpate these growths, and on May 27 the 
mass under the scar was enucleated with comparative ease; it was 
situated in the abdominal wall. On attacking the left-sided swelling 
I was soon involved in a deep dissection, the mass going down to and 
intimately surrounding the external iliac artery. There was no 
alternative but to tie the artery above and below the growth and 
remove the latter with the portion of artery tunnelling through it. 
The tumour was examined by Dr. Cuthbert Lockyer and reported 
upon as follows :— 

“ The growth appears to be a sarcoma of very variable structure. 
In parts the tumour is composed of fibrous tissue, whilst elsewhere it 
is almost entirely made up of round cells; between the two extremes 
there is every grade of transition, including an alveolar endothelial 
arrangement. No gland elements can be seen. What did the report 
on the ovarian tumour state?” 

No inconvenience followed this operation; there was no edema of 
the leg, and collateral circulation evidently became rapidly estab- 
lished. Perhaps the tumour had been gradually compressing the 
vessel and so led to a commencement of collateral supply before the 
operation. The pain disappeared from the left side. I was loth to 
do further operating, but the pain on the right side became so 
persistent that operation was undertaken on October 31. The growth 
extended to the peritoneum, and the peritoneal cavity had to be 
opened. The right external iliac artery did not pass through the 
tumour, but lay just under and closely adherent to it. The growth 
was dissected off the vessel; its central portion was breaking down 
and partly necrotic. Dr. Cuthbert Lockyer examined this specimen 
also, and reported upon it as follows : — 

“T cannot make this report agree with that sent on May 28, 
which states that the growth then submitted ‘appeared to be a 
sarcoma.’ This tissue, although necrotic, presents sufficiently distinct 
histological features to make the definite diagnosis of carenoma. 
Large epithelial cells are massed together within alveolar spaces.” 
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The termination of the case is best related by giving an extract 
from a letter, dated March 12 1907, from her medical attendant, 
Dr. Hubert M. Wood :— 


“You will be sorry, but not surprised, to hear that Miss S. died 
yesterday, March 11. The phlebitis and swelling of leg and most 
of the pain from this cause entirely disappeared within a fortnight of 
the time when you last saw her. The growth on the right side slowly 
increased, as did also a lump in the situation of each pubic spine. 
These last grew about the size of half a hen’s egg. Emaciation 
steadily progressed, and the last six weeks her mind was much 
affected—she talked incessantly, but could not say a connected 
sentence, and mixed up people and things. She seemed to die from 
inability to take sufficient food and progressive wasting without any 
sign of any particular organ being affected. I have rarely seen 
anyone so extremely wasted except perhaps some exceptional cases of 
phthisis.” 

It is very rare for recurrence after the removal of ovarian 
tumours to take place in the connective-tissue; and the case is 
remarkable both on this account, and also because of the extra- 
ordinary diversity in the three pathological findings. 

N. 31. This case resembled the last, in that the operation was 
undertaken for uterine fibroids, and ovarian tumours (in this case 
bilateral) were also found. The ovarian tumours were clinically 
multilocular cystic adenomata, but the following report by Dr. 
Cuthbert Lockyer showed a more serious element :— 

“These ovaries are carcinomatous. The type of disease is what 
is usually described as glandular-carcinoma in contradistinction to 
the tubular or columnar type which is so commonly secondary to 
bowel-cancer. I would advise that the Fallopian tubes be examined 
for spread of cancer to these structures.” 

The operation took place on May 29 1907. For six months the 
patient remained perfectly well and free from pain. In December 
some pain occurred in the right side, and on January 17 1908 I 
found a band of induration along the base of the right broad 
ligament, and an indurated knob on the left side. For four months 
this ccndition persisted, hardly increasing; but in June 1908 several 
swellings could be felt in the abdomen. By September these had 
grown into large masses extending from just above the pubes to the 
costal margins. The patient died, on January 7 1909, with obstruc- 
tive symptoms and cedema of the extremities. 

The two other patients who died were in division P, and I shall 
refer to them later when discussing the after-results of operations 
for uterine carcinoma. 


The state of the general health of the 192 remaining patients was 
as follows :— 
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In 150 cases it was very good, the patients stating in many cases 

that they felt much better than before the operation. 

In 26 cases it was only moderate for various reasons, but better 

than before the operation. 

In 9 cases it was poor or bad, and either worse, or at least no 

better than before the operation. 

In 7 it had been bad just lately. 

We may consider these groups in some further detail. 

The first group of 150 cases is a satisfactorily large one, repre- 
senting 78 per cent. of the whole number. A few of the expressions 
of the patients in describing their general health may be quoted here. 
“T was never so well before the operation as I have been since.” 
“Very good: I was always ailing before and could not walk.” 
“T have never felt so well in my life.’ “I mostly feel splendid.” 
“Good; I have been acting successfully.” ‘“ Very much better; I 
can walk 12 miles.” “The operation has been the making of me.” 
“Splendidly well in every way.” ‘‘ Wonderfully well.” “I feel 
10 years younger and much stronger.” “ Very much better; I could 
not walk at all before, and life was a misery.” Such expressions 
recur frequently in the tables and give a better idea of the improved 
health of some of these patients than any statistics can convey. 

In the second group of 26 cases the patient stated that they were 
“better” or ‘much better” than before the operation. The causes 
that militated against perfect health were: indigestion in 4 cases; 
weakness or lack of energy in 10 cases; influenza in 2 cases; tuber- 
culosis, acroparesthesia, bronchitis, headaches, “nerves” each in 
one case; whilst in 5 cases the health was merely stated to be 
moderate, pretty fair or fairly good. 

In the third group of 9 cases, 4 patients suffered from weakness, 
1 from indigestion, 1 from “ fits,” 1 from “ nerves,” 1 from neurosis 
of the borderland type, and 1 from melancholia necessitating transfer 
to an asylum. Al] these patients were worse than before operation, 
or, at least, no better. 

In the last group of 7 cases, the causes of development of ill- 
health latterly were as follows: Pleurisy, ?malignant; pain in the 
abdomen and back for the last 2 months; indigestion; pain in the 
right side, associated with a firm swelling in the right posterior quarter 
of the pelvis ; intestinal obstruction 2 years previously, necessitating 
an operation: the patient recovered, but had not felt well since; 
pain in the chest and hematemesis, for which no physical cause 
could be discovered ; and pain in the pelvis associated with a swelling 
in the pelvis: on making an exploratory abdominal opening the 
tumour was found to be an irremovable mass of carcinoma involving 
the sigmoid and the bladder. 

We may conclude that the effect of bilateral salpingo-odphorec- 
tomy for various diseased conditions on the general health is very 





262 Journal of Obstetrics and Gynecology 


good, since 91°7 per cent. of the patients had better health afterwards, 
and as many as 78 per cent. were in quite good health. 


2. What is the Likelihood of Later Trouble Developing in connection 
with the Uterus when this Organ is Left? 

For a reply to this question we must refer to Divisions D, E and F. 
On referring to the tables we find that in Divisions D and F there was 
not a single case in which there was any subsequent trouble with the 
uterus. 

In Division E the uterus was found retroverted and fixed in one 
case (No. 8), but it did not appear to be causing any symptoms, and 
no further operation was undertaken. 

In three cases endometritis was present (Nos. 9, 11 and 20). 

In two cases (Nos. 16 and 41) fibroids developed in the uterus; 
in No, 16 they did not appear to be causing any trouble, and they 
were left alone; in 41 hysterectomy was done, as the fibroids were 
causing hemorrhage and a feeling of weight in the pelvis. 

In one case (No. 31) the patient was getting a great deal of pain, 
and a swelling was felt involving the left side of the uterus. At the 
subsequent operation it was found that the cystic remains of the 
ovary were attached to the left cornu of the uterus; the ovary, uterus 
and adjacent portion of sigmoid being closely bound up with 
adhesions. The uterus was accordingly removed with the cystic 
remains of the ovary. 

It is of course in the case of double inflammatory disease of the 
appendages (Division E) that the question is most likely to arise 
whether the uterus should or should not be removed at the same time. 
I have hitherto followed the rule of always leaving the uterus when 
it appeared to be healthy and when it was not much damaged by 
the separation of adhesions; in the opposite conditions I have removed 
it. Inasmuch as only 7 cases out of 62 had any trouble at all with 
the uterus afterwards, and only two of these required further 
operation, I think that the course adopted has been justified. 

There can be no doubt that in many cases of diseased (inflamed) 
appendages there is some endometritis present; but we may conclude 
that this condition settles down after the appendages have been 
removed. 

When the appendages have been removed for ovarian tumours or 
for tubal pregnancy the uterus has usually been healthy and there 
has been no indication for removing it; the after-results have justified 
this course. There are, of course, some cases of ovarian tumour 
when the uterus is diseased or involved in the growth; in such cases 
hysterectomy is done, as in Division M. 

In view of the practice, now fallen into disuse, of removing the 
ovaries for fibroids, it is interesting to note that in two of my cases 
fibroids developed after the removal of the ovaries; and a third case 
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is found in Division N (No. 26), where I had to do a hysterectomy 
for fibroids, a double ovariotomy having been performed by another 
operator six years previously. 

We may frame our reply to question 2 by saying that the 
likelihood of trouble developing later in connection with the uterus 
when this organ is left is very small, as such an occurrence took place 
in only 7 out of 105 cases; and in only two was the trouble such as to 
require further operation. 


3. What Influence has the Removal of the Ovaries on the remaining 
Pelvic Organs? 


The normal menopause is associated with a gradual atrophy of 
the ovaries, uterus and vagina; and the question that now arises is 
whether the removal of the ovaries also leads to uterine and vaginal 
atrophy. We may discuss this question in two parts: first, the 
influence of the removal of the ovaries on the uterus and vagina 
(Divisions D, E and F); secondly, the influence of the removal of 
the uterus and ovaries on the vagina (Sections M, N and 0). 


(a) Influence of the removal of the ovaries on the uterus and 
vagina. In Divisions D, E and F we have 100 cases available for 
data. I have omitted the two cases in Division E, where fibroids 
developed later. Analysis shows that the uterus and vagina remained 
normal, that is, showed no atrophy, in 50 cases, or 50 per cent. 

The vagina alone showed atrophy in 7 cases, or 7 per cent. 

The uterus alone showed atrophy in 23 cases, or 23 per cent. 

Both uterus and vagina showed atrophy in 20 cases, or 20 per cent. 

As regards the uterus alone, it showed atrophy in 43 cases, and 

was normal in 57. 
As regards the vagina alone, it showed atrophy in 27 cases, and 
was normal in 73. 

It is evident that the effect on the uterus is much more marked 
than the effect on the vagina. 

I do not overlook the fact that the age of the patients should be 
taken into consideration; but if we pick out the cases where the 
patient was 50 or more, we find 5 such cases where both uterus and 
vagina were normal, 1 where the uterus was atrophied and 2 where 
the uterus and vagina were atrophied; so, for our present purpose, 
the age question may be ignored. 

We must, however, consider another point. What length of 
time had elapsed between the time of the operation and the time 
when the patients reported themselves? I have analyzed the tables 
from this point of view, and find that there were 52 cases when 
this time was under 2 years; 30 in which it was over 2 and under 
5 years; and 18 in which it was 5 years or more. In each of these 
groups the number of cases of normal organs, atrophy of uterus or 
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vagina is expressed in the following table, the numbers in italics 
being percentages : — 
Over 2 and 
Under under 5 years 

Duration of time. 2years. O5years. ormore. Total. 
Uterus and vagina normal... 832 675 12 400 6 333 50 450 
Uterus or vagina atrophied 12 237 10 333 8 445 30 30 
Uterus and vagina atrophied 8 154 8 267 4 222 20 20 





52 1000 30 1000 18 100:0 100 100 


It would appear from this table that even when 5 years or more 
had elapsed between the operation and the time when patients came 
under observation one-third of the patients showed no atrophy of the 
uterus or vagina; when the time was shorter, the proportion of cases 
was larger until in cases where the interval was only 2 years or less, 
over 60 per cent. of the patients showed no atrophy. We can, 
however, examine the matter with a still further approach to 
accuracy; as we shall find when discussing the next question, a 
certain number of patients have continued to menstruate after these 
operations, and it is a permissible assumption that in some at least 
of these cases a portion of one of the ovaries has remained behind. 
We shall therefore eliminate from the above table all the cases in 
which menstruation had either ceased before the operation or con- 
tinued after it. We then get the following result :— 


Over 2 and 
Under under 5years 


Duration of time. 2years. OSyears. ormore. Total. 
Uterus and vagina normal... 11 38 4 267 2 182 17 309 
Uterus or vagina atrophied 9 32 5 333 6 545 20 364 
Uterus and vagina atrophied 9 32 6 400 3 273 18 327 





29 100 15 1000 11 1000 55 100°0 


From this table we get what is probably a more correct idea of 
the influence of the operation on the uterus and vagina; within 
2 years of the operation some atrophic changes was observed in 
62 per cent. of the cases; with a longer interval the proportion rises 
to 73 per cent. when the interval was 2 to 5 years, and to 82 per cent. 
after the lapse of 5 years. Nevertheless it is found that even after a 
long time the organs show no atrophy in nearly one-fifth of the cases. 

It would probably be found that after the normal menopause 
atrophic changes are a good deal delayed in a certain proportion of 


cases; but I know of no figures showing what this proportion would 
be. 
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(6) Influence of the removal of ovaries and uterus on the vagina. 
I have omitted from consideration the cases in Division P because 
they were all panhysterectomies and the vagina was necessarily 
shortened in consequence, so that one could not say whether it showed 
atrophy or not. For the same reason 4 cases of panhysterectomy are 
excluded from Division N. This leaves 68 cases available for data, 
and of these we find that the vagina was atrophied in 20, and was 
normal in 48. The proportion of cases of atrophy, 29°4 per cent., is 
very similar to the proportion of cases of atrophy of the vagina alone 
in the proceeding group, where it was 27 per cent. The removal of 
the uterus as well as the ovaries has a slightly greater effect in 
leading to atrophy of the vagina. 


4. Does Menstruation continue after the Removal of the Ovaries, 
and, if so, what 1s the explanation? 
Omitting the cases, eight in number (all in Division D), in which 
the menopause had occurred before the operation, we have 96 cases 
in which particulars are given. The figures are as follows :— 


D. E. F. Total. 
Menstruation ceased 14 637 34 54 8 727 56 583 
Menstruation continued ... 8 363 29 46 3 273 40 417 





22 1000 63 100 11 100°0 96 100°0 


The fact that over 40 per cent. of the patients continued to 
menstruate is so remarkable that it is worth while recording these 
cases in some detail. 

D 1. The condition at the operation was a parovarian cyst with 
right cystic ovary: menstruation continued regularly for 7 years, 
and ceased at the age of 38. 

D 3. Double ovarian cyst, partly intraligamentary: menstrua- 
tion for 93 years, ceased at the age of 32. 

D 4. Right parovarian cyst (previous left ovariotomy): men- 
struation for 4 years, ceased at 38. 

D. 5. Left ovarian intraligamentary cyst (previous right 
ovariotomy): menstruation for 3} years and going on still at age of 

D. 10. Double cystic ovaries: menstruation for 7 months, ceased 
at 30. 

D. 12. Double ovarian dermoids, burrowing in broad ligaments : 
menstruation still going on after 13 years at the age of 43. 

D. 14. Double tubo-ovarian cyst: 3 periods in the first year and 
a half after operation, then ceased at the age of 39. 

D. 24. Double ovarian cyst with dense adhesions; menstruation 
for a year, ceased at the age of 38. 
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The striking feature about these cases is that, with one exception 
(D 10), the tumour was parovarian or intraligamentary or associated 
with inflammatory conditions; and these are precisely the conditions 
in which a portion of an ovary is most readily left behind in 
connection with either the proximal or the distal part of the stump. 

E. 2. Double tuberculous salpingitis and hydroperitoneum : 
after 104 years menstruation is still going on at the age of 26. 

E. 5. Double pyosalpinx and suppurating ovarian cyst: men- 
struation went on for 3 years, and ceased at 28. 

E. 8. Double chronic salpingo-odphoritis: menstruation went on 
for 3 years, and ceased at 31. 

E. 11. Double pyosalpinx: after 3 years, menstruation is still 
regular at the age of 29. 

E. 13. Double pyosalpinx with dense adhesions: menstruation 
went on for 4 years, and ceased at 35. 

E. 16. Double pyosalpinx: after 2 years menstruation is still 
free at the age of 38. The uterus is the seat of fibroids. 

E. 17. Double pyosalpinx: menstruation went on for 3 years, 
and ceased at 25. 

E. 20. Double pyosalpinx: after 5 years menstruation is still 
going on at the age of 25. 

E. 21. Double salpingitis: after 2} years menstruation is still 
regular at the age of 34. 

KE. 22. Double pyosalpinx: still regular after 33 years; age 29. 

E. 24. Left pyosalpinx, right salpingitis: for 14 years menstrua- 
tion was irregular and the patient was subject to flushes; it then 
became regular for 1 year, and the flushes ceased. For the last four 
months menstruation has ceased and the flushes have returned: age 
at cessation 39. 

E. 27. Double salpingitis, with dense adhesions and right cystic 
ovary: menstruation went on for 1} year, and ceased at 32. 

E. 28. Double pyosalpinx and left ovarian cyst: after a year 
menstruation still goes on at the age of 36. 

E. 31. Double salpingo-odphoritis with right ovarian cyst: 
menstruation went on for 3} years till the age of 27, when another 
operation was undertaken and the cystic remains of the left ovary 
were found attached to the uterine cornu. 

E. 32. Double pyosalpinx: after 1 year menstruation is still 
regular at the age of 28. 

E. 35. Double pyosalpinx: there was amenorrhea for 6 months 
after operation, then menstruation returned and has continued for 
1} year; present age 27. 

E, 39. Double pyosalpinx: amenorrhea for six months: the 
patient then married and menstruation returned for 3 months: it 
ceased a year ago at 30. 
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E. 40. Double hydrosalpinx and tubo-ovarian cyst: operation 
7 months ago: menstruation is still regular at the age of 37. 

E. 41. Acute double pyosalpinx with rupture and septic peri- 
tonitis: menstruation continued freely for 1} year: hysterectomy 
was then performed at the age of 40 for uterine fibroids which had 
developed since the first operation. 

E. 42. Double pyosalpinx with dense adhesions: after 1} years 
menstruation still goes on at the age of 29. 

E. 43. Double pyosalpinx with dense adhesions: after 2} years 
menstruation is still regular at the age of 45. 

KE. 44. Left tubo-ovarian cyst, right salpingitis: after 2} years 
menstruation is still going on at the age of 28. 

E. 45. Double pyosalpinx: in this case both ovaries were preserved. 

E. 46. Double pyosalpinx: amenorrhea 4 months, then regular 
menstruation for 5 months, till 2 months ago: present age 38. 

E. 48. Double tubo-ovarian cyst: after 2} years menstruation 
is still regular at the age of 31. 

E 53. Right ovarian tumour: left hydrosalpinx and broad 
ligament cyst: there was amenorrhea for 3 months, then menstrua- 
tion returned and is still going on after 1} year, at the age of 36. 

E. 54. Double pyosalpinx following atresia vagine with 
hematocolpos in a girl aged 16. After 8 months amenorrhea, 
menstruation returned for 3 months, then ceased at the age of 17. 

E. 60. Double salpingo-odphoritis: operation 8 months ago: 
menstruation is still regular at the age of 34. 

E. 61. Double salpingitis and right ovarian cyst: amenorrhea 
followed the operation for 3 months: then 3 periods occurred: and 
for the last 4 months there has been amenorrhea again. Present 
age 46. 

F. 6. Left pyosalpinx, right tubal pregnancy: after 2 months 
amenorrhea menstruation returned and is still going on, after 1} 
year, at the age of 39. 

F. 11. Double tubal pregnancy: in this case the right ovary was 
preserved. 

F. 12. Consecutive tubal pregnancy: there were 3 “shows” 
after the second operation, then menstruation ceased at 35. 

Among these 32 cases in Divisions E and F there are 3 cases in 
which we know that an ovary was preserved, and 2 cases of fibroids 
of the uterus: in the remaining 27 cases we must probably assume 
that some portion of ovarian tissue was left behind. This view 
receives some additional support from the fact that among the cases 
in Divisions D, E, and F, in which menstruation continued, there 
was a large proportion of cases where the uterus and vagina showed 
no atrophy. Thus, of 37 cases there were 29, or 78 per cent., in 
which the uterus and vagina remained normal: and of the remain- 
ing 8, in which some atrophy was present, there were 6 in which 
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menstruation had ceased when the patient came under observation, 
although it had continued for some years after the operation. The 
relation between continuation of menstruation and normal sized 
uterus and vagina is therefore a close one; and it is a warrantable 
assumption that both factors are governed by the preservation of 
some ovarian tissue. 

The influence that is at work in keeping up menstruation, whether 
it be hypothetical portion of ovarian tissue or not, does not appear 
to be a very long-lived one; for in 17 of the above 37 cases menstrua- 
tion had ceased when the patient had come under observation; the 
length of time that menstruation continued and the age of the 
patient when it ceased in these cases are shown in the following list : 


Duration of Menstruation. Age at cessation. 
years ea - sis ties 38 
re Bie ae ius Kes 32 

ss uth a es . 

sits is 30 

39 

38 

28 

31 

35 

25 

39 

32 

30 

38 

17 

46 

35 


tol 


mt He CO <1 


tobe 


a 
2 
i 
2 


1 
3 
3 
4 
3 
2 
1 
3 
4 
= 
4 
1 
1 
2 
1 
4 


5. What Influence has the Removal of the Ovaries on the Patient’s 
Disposition ? 

There is a prevalent idea that removal of the ovaries causes a 
marked alteration in the disposition, in the direction of depression, 
hypochondriasis, melancholia and even insanity. I have investigated 
this point, and have data concerning 186 patients. I find that 127, 
or 68 per cent., of the patients stated that they were cheerful; 30, or 
16°1 per cent., stated that they were usually cheerful, but subject to 
depression at times; 20, or 10°7 per cent., said that they were usually 
or often depressed; 5 had been depressed lately; 1 was depressed at 
first; 1 said she was cheerful, but she was lachrymose, breaking 
out into tears frequently; however, she had had a great deal of 
domestic trouble; 1 patient was decidedly a “ borderland ” case, and 
had behaved strangely at times; 1 patient became definitely 
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melancholic and had to be placed in an asylum. Examining these 
cases in a little further detail, many of those in the first group 
described themselves in such terms as “ always cheerful and laugh- 
ing,” “splendid spirits,” “always happy,” “very cheerful and 
contented,” “ always singing about,” “ no one has been more lively.” 

In the second group two patients stated that they were subject 
to depression before the operation; 8 others stated that they had 
definite cause for worry or depression; for example, with one it was 
when she had pain; another, when she was tired; one said that she 
had “ definite worries”; one had a sinus; one said that she never 
went out for a day’s amusement; one felt depressed in crowds; 
another when she was alone; and one was troubled because her 
husband was out of work. 

In the third group also 8 patients said that they had cause for 
worry ; one was troubled because she felt she could not do as much as 
she would like, and her eyes were bad and she was not allowed to use 
them; one patient had had her husband ill for 6 months; one had 
been separated from her husband for 4 years; one fretted because she 
knew her disease was carcinoma; one got depressed when she was 
alone; and three were worried because their husbands were out of 
work. Of the five patients who had been depressed lately, one said 
that she was subject to depression before the operation; one got 
depressed when she was alone; and one had lately lost her mother 
and a sister. 

It will be seen therefore that in all 157 patients, or 84 per cent., 
were usually or always cheerful; 2 had potential or actual insanity, 
and of the remaining 27 about one-third had some definite cause for 
depression. If we were to consider the community of women in 
general, it is probable that the proportion of cheerful ones would 
be not much higher than the 84 per cent. of our cases; and therefore 
it may be safely said, in conclusion, that the tendency of double 
ovariotomy to produce depression is a very slight one. The tendency 
to insanity, according to these cases, may be put down as not much 
more than | per cent.; and even with these 2 cases there is no definite 
evidence that there was no predisposition to insanity beforehand. 
It may be remembered that among the cases of unilateral salpingo- 
odphorectomy recorded in the previous section one patient became 
insane and committed suicide 10 months after the operation; in that 
case the effect could not be attributed to the removal of the ovaries, 
as she had one left. 

6. What Influence has the Removal of the Ovaries on the Sex- 
instinct ? 

We have data bearing on this point in 130 cases of married 
women, a few of whom married subsequently to the operation. 

We speak here of “desire” and “feeling,” the terms being 
sufficiently self-explanatory. 
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It might be supposed that we should find a difference between the 
cases in which menstruation continued after the operation, and those 
in which it ceased; and I have consequently divided the cases into 
two corresponding groups. In the first group, where menstruation 
continued, there were 30 cases; in the second, where menstruation 
had ceased, there were 100 cases, including 4 in which the menopause 
had occurred before the operation. 


The results of the enquiry are given in the following table :— 


Menstruation Menstruation 
continued. ceased. Total. 
Sex-instincts diminished... ... ... 5 167 36 386 41 315 
Sex-instincts unaltered... ... ... ... 23 767 61 61 84 646 
Sex-instincts increased... ... ... ... 2 66 3 3 5 39 





Total ... 30 100°0 100 100 130 100°0 


Some further analysis of these groups is not without interest. 
We may again express the figures in a table : — 


Menstruation Menstruation 
continued. ceased. Total. 
(Feeling and desire absent since 
operation tie 3 100 18 
Never any desire: feeling less ... -- ‘ 
; Feeling less: desire the same... —— 
Desire less: feeling the same... ~- 
Feeling and desire present, but 
EE 6s owe es ee es EO 


me 


Go me & Co 


21 162 
2 Ld 


1 
1 07 


© 
e 


5 8 





~~ 
© 


14 108 


\ 
74 57-0. 
3 23 
1 O07 
6 46 


Feeling and desirenormal, unaltered 20 66°6 / 
Never any desire: feeling the same - 3. 3 
B Living separate: desire unaltered — 1 
Never any feeling or desire ... 3 100 3 
C Feeling and desire increased ... 2 67 3 3 5 39 


30 100°0 100 100 310 1000 
From these cases it would appear that after double ovariotomy 
there is complete loss of sex-feeling and desire in about 16 per cent. 
of the cases; and that the tendency to such loss is diminished in those 
cases in which menstruation continues after the operation, the 
proportion dropping in these cases to about 10 per cent. 
In another 16 per cent. of cases sex-feeling and desire are still 
present but diminished in degree. 
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In about 64 per cent. of the cases sex-feeling and desire are 
unaltered; here again we find that there is a difference in the 
proportion of cases, which is higher when menstruation continues ; 
but even when menstruation has ceased we find that 60 per cent. of 
patients show no alteration. 

It is rather surprising to find that in 4 per cent. of the cases the 
sex-instinct is increased after the operation; this change occurred in 
4 cases in Division E, and may be explained, in these cases, by the 
occurrence of dyspareunia before the operation, due to the inflamma- 
tory condition of the appendages. 

It is clear that the prevalent idea that these operations “ unsex ” 
women is exaggerated, since we find such a large proportion of 
cases in which no such result occurs; at the same time, it is equally 
clear that, other things being equal, there is a definite advantage in 
leaving an ovary or a portion of an ovary where such a course is 
consistent with the curing of the patient. 

Another point of some interest is the question whether the re- 
moval of the uterus together with the ovaries still further diminishes 
the sex-instincts. In the following table a comparison is shown 
between Divisions D, E and F, where the uterus was preserved, and 
Divisions M, N, O, and P, where the uterus was removed :— 

D,E&F. M,N,O&P. Total. 
Feeling or desire or both diminished 13 16:25 
Feeling and desire unaltered ... ... 46 575 3 
Feeling and desire increased ... ... 4 JO 


14 20 154 
76 84 646 
2 5 40 


N, 
Feeling and desire lost ... ... ... 17 2125 4 8 21 160 

q 

8 

1 





Total ... 80 2006 50 100 130 100°0 


From this it is evident that the removal of the uterus in addition 
to the ovaries has no effect in diminishing the sex-instincts since this 


group actually shows a larger proportion of cases where there was no 
alteration in this respect. 


7. What are the Characteristics of the Artificial Menopause ? 

This question includes several of the preceding ones, for which 
the present remarks will serve as a resumé; and there are also a few 
other points to be considered. We shall group together the follow- 
ing features: — 

i. The onset of “ heat flushes.” 

ii. The duration of heat flushes. 

ili. The bodily energy. 

iv. The mental disposition. 

. The sex-instincts. 
i. The physical condition. 
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Our remarks will have special reference to the cases in which 
menstruation ceased after the operation; the cases in which men- 
struation continued will be referred to only by way of comparison. 


i. The onset of heat flushes. How soon do these flushes come on? 
Of the cases in which there was no menstruation after operation 
there are 99 in which particulars are recorded. 


In 55 cases flushes came on within the first 4 weeks; sometimes the 
patients stated that they started “at once,” or while they were still 
in the hospital, z.e., within three weeks. 

In 12 cases they came on from 5 to 8 weeks after. 

In 12 cases they started about 3 months after. 

In 4 cases, about 6 months after. 

In 8 cases, from 9 to 15 months after. 

In 3 cases they did not commence till 4 years after. 

In 4 cases they had not come on up to the time when the patients 
reported themselves; that is, 11 months, 1 year, 1 year and 2 months, 
and 3 years and a quarter after the operation. 


Comparing the cases in which menstruation continued after the 
operation, we have particulars of the latter in 29 cases. They came 
on within 4 weeks in 4 cases, 6 months in 1 case; 9 months in 1 case; 
2} years in 1 case; 3} years in 1 case. In 3 cases they came on 
within a few weeks of the operation and went on till menstruation 
returned, a few weeks, 4 months and 6 months later respectively. 
In 7 cases flushes began when menstruation ceased, 6 months, 
1} year, 2} years, 3 years (2 cases), 4 years and 7 years after the 
operation respectively. In 10 cases there had been no flushes up to 
the time when the patients reported themselves. 


It is evident that there is a close relation between the cessation of 
menstruation and the onset of flushes; although we have some cases 
in which menstruation ceased and the onset of flushes was long 
delayed; and others in which “ menstruation” continued and yet 
flushes came on. 


We may say that when menstruation ceases after the operation 
flushes come on within 3 months in 80 per cent. of the cases. 


ii. The duration of heat flushes. Of cases where menstruation 
ceased there are 103 in which particulars of the duration of the 
flushes are given. In 96 of these the flushes were still going on at 
the time of reporting, and only 7 had ceased to have the flushes. 
The duration in these 7 cases was 6 months, 1 year, 2 years (2 cases), 
3 years, 4 years and “several years” respectively. Of the 96, there 
were 40 who stated that the flushes were getting less severe or less 
frequent, and 56 who were having them as much as ever; and the 
time that had elapsed between the operation and the date of the 
report in these 2 groups is set forth here with the number of cases : — 





Giles: After-results of Abdominal Operations 273 


Time from Flushes Flushes 
operation to report. diminishing. undiminished. 
6 months 4 a 11 
15 ins 21 
1 to 2 years 14 ‘ies 17 
2 to 4 years 1 ~ 5 
5 years and over 6 wi 2 


40 re 56 


In the 5 years and over group there were cases where the flushes 
continued for 5 years (3 cases), 6, 7, 8, 10 and 11 years. It is 
evident, therefore, that the flushes may continue for a considerable 
time. 


ili. The bodily energy. We have data concerning this point in 
190 cases. In 137 cases (72 per cent.) the patients stated that they 
felt strong and well; in 53 (28 per cent.) there was physical weakness ; 
thus 40 patients said that they tired more easily or were unable to do 
all their duties; 10 complained that they were lacking in energy; 
two were troubled with “ nerves,” and 1 expressed her condition as 
being one of “ brain-fag.” ; 

Many of those who felt strong remarked that they were able to do 
their duties much better since the operation; others said that they 
could walk better and further and were less easily tired. There is no 
doubt that among those who showed physical weakness the fact of the 
abdominal operation itself was enough to account for it in many 
cases, since a certain proportion of patients complained of the same 
thing in the previous group of cases (unilateral salpingo-odphorec- 
tomy). 

We may conclude that, inasmuch as 72 per cent. of the patients 
were bodily vigorous, and in some at least of the others the fact of 
the removal of both the ovaries was not a causal factor, the 


artificial menopause is not characterized by any marked decline in 
bodily energy. 


iv. The mental disposition. We have seen that about 84 per cent. 
of the patients were cheerful and happy after these operations, and 
that one-third of the remainder had some definite worries and 
anxieties to account for their depression. Consequently the influence 
of the artificial menopause in inducing depression is not shown in 
more than about 10 per cent. of the cases. 


v. The Sez-instincts. We found that the artificial menopause 
was associated with loss of the sex-instincts in about 16 per cent. 
of the cases, and with diminution in another 16 per cent.; in 68 per 
cent. the sex-instincts were unaltered or heightened. 


18 
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vi. The physical condition. We found that in cases where 
menstruation ceased after operation the vagina or uterus or both 
showed signs of atrophy within 2 years in 62 per cent. of the cases, 
within 5 years in 73 per cent., and after the lapse of 5 years in 82 per 
cent. 

The artificial menopause resembles the natural process in the 
tendency shown by patients to get stouter; but though I have no 
figures to bring forward on this point, my impression is that the 
tendency is less marked in the case of the artificial menopause; that 
is, it is observed in a smaller proportion of cases and goes on to a 
lesser degree. One has heard the idea expressed that after the 
removal of the ovaries women undergo changes which make them 
approximate to the masculine type; it is supposed that they grow hair 
on the face, lose their breasts and develope deeper tones in their 
voices. In the case of women operated upon during the period of 
sexual maturity I have never seen anything of the sort, either among 
the 200 cases that are considered here, or among patients operated 
upon by others. In every case the patients have retained their 
feminine characteristics. The only exception is in the case of young 
girls, operated upon before or about the age of puberty. I think that 
it is possible that when the ovaries are removed before they have 
exerted a systemic influence there may be a tendency towards male 
characteristics. Thus in Case E. 19, where the patient was 17 at the 
time of operation, we find a note that the breasts were negative, 
the legs were hairy and the voice was deep when the patient was 
seen 5 years later at the age of 22. In Case E. 25 also, where the 
patient was only 12 years old when operated upon, the note 5 years 
later, when she was 17, was that the breasts were childish, the vulva 
small and the pubic hair scanty. 


Lastly, we may ask, Is the general health of patients who have 
had both ovaries removed any worse than that of patients who have 
had the appendages of one side only removed? 

In the following table the results of our investigations of the state 
of the general health of these patients, which have been considered 
at the beginning of this paper, are stated in relation to the different 
divisions under consideration, the figures in italics being percentages : 


Division. D. E. F. M. 


Very good: better ... ... 22 710 46 742 11 86 7 778 
Moderate: better ... ... 5 162 11 177 —— 1 Ir 
Poor or bad: not better ... 2 64 3 49 2 154 1 Il 
Ill-health lately ... ... 2 64 2 32 — — 





Total ... 50 1000 62 1000 138 100°0 
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Division. N. O. Pp. Total. 
Very good: better ... ... 40 80 17 944 T 778150 780 
Moderate: better ... ... 7 14 1 &6 1 Irl &@ 137 
Poor or bad: not better... 1 2 — — 9 47 
Ill-health lately ... ... 2 4 — t 32 tS 





Total ... 50 100 18 1000 9 100°0 192 100°0 


The next table shows the results of Divisions D, E and F 
(bilateral salpingo-odphorectomy) and those of Divisions M, N, O 
and P (total extirpation) compared with those of Divisions A, Band C 
(unilateral salpingo-odphorectomy) as recorded in the previous paper. 


Divisions. A,B,C. D,E,F. M,N,O,P. Total. 
Very good: better... ... 140 654 79 743 71 824 290 714 
Moderate: better ... ... 40 187 16 152 10 118 66 164 
Poor or bad: not better... 16 75 7 G67 2 23 25 G61 
Ill-health lately ... ... 18 84 4 38 3 33S %B E1 





Total ... 214 1000106 100°0 86 100:040°6 1000 


What strikes one at once is the marked increase in the percentage 
of cases of very good health following operation in proportion to the 
completeness of the removal of the pelvic organs; in the first group, 
where the appendages of one side only are removed, it is 65; when 
both appendages are removed it is 74, and when the uterus is taken 
away also it is 82. In the first group we recognise that we leave 
organs that are definitely more liable to further trouble than are 
those of a healthy woman; but we allow patients to take the extra 
risk for the sake of the advantages that result from this course; the 
advantages, namely, that a woman remains physiologically unaltered, 
and is able still to bear children. We have seen, in the previous 
paper, that a large proportion of patients reap these advantages, 
whilst only a small proportion reap the drawbacks, and we conclude 
that it is worth while increasing the risk to the few for the sake of 
the advantages to the many. But when we have to perform the 
more extensive operations it is satisfactory to find that the result, as 
far as the general health is concerned, is not only not worse, but 
definitely better. : 

We may touch here, incidentally, on another point. If it is 
found, as the last table seems to show, that the general health of 
patients is better when the uterus has been removed together with the 
ovaries than it is when the uterus is preserved, ought we to take away 
the uterus whenever both ovaries require to be removed? My own 
reply to this would be in the negative, because I am not convinced 
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that the presence of the uterus in those cases where it was preserved 
had any direct relation to the fact that the general health, on the 
average, was not so good. 

This point has already been touched on when discussing question 2, 
when I stated that my rule of practice is to leave the uterus when it 
appears to be healthy. The reason of this rule is that the removal 
of the uterus adds something, if only a little, to the gravity of the 
operation; and when acute inflammatory conditions are present the 
opening up of additional channels for infection adds a definite risk. 
When the uterus is removed in the course of operations for tumours 
the risk does not appear to be increased in any way. This at least 
is the conclusion which I draw from the primary mortality of these 
cases. For the sake of comparison, I have contrasted the mortality 
in Divisions D and E with that in Divisions M and O; and I have 
included in Division M those cases in Division N in which the 
removal of ovarian tumours was as important a feature of the 
operation as the removal of the uterine fibroids: there were 8 such 
cases, all recovering. Similarly I have included in Division O those 
cases in Division N in which the fibroids were associated with a 
marked inflammatory condition of the appendages: there were 12 
such cases, with one death. The figures are as follows :— 


Double Salpingo-odphorectomy. 
For ovarian tumours... ... 42 cases, 5 deaths: mortality 11:9% 
For inflammatory disease ... 98 ,, 4 i on 41% 


Total extirpation. 
For ovarian tumours... ... 21 cases, 0 deaths: mortality 0% 
For inflammatory disease ... 36 ,, 5 ‘s ia 13°8% 


Hence it seems a warrantable inference that the removal of the 
uterus increases the risk in inflammatory cases, but not in cases 
where the operation is done for tumours. 


Summary or ConcLusIons. 


1. The removal of both ovaries and tubes has no marked detri- 
mental effect on the subsequent health, for 78 per cent. of the patients 
were in very good health afterwards, and a further 13 per cent., 
though suffering in different ways, were better than before the 
operation, making in all 91 per cent. who were quite well or at least 
impreved. The condition of the general health is even better than 
it is after unilateral salpingo-odphorectomy. 

2. The likelihood of later trouble developing in connection with 
the uterus when the organ is left is relatively small, as such an 
occurrence took place in only 7 cases out of 105. It is therefore 





Giles: After-results of Abdominal Operations 277 


worth while leaving the uterus in all cases where it appears to be 
healthy. The removal of the uterus appears to increase the immediate 
risk of the operation in inflammatory cases. 

3. Menstruation continues after these operations in about 40 per 
cent. of the cases, the proportion being largest in cases where the 
operation was done for inflammatory disease. When menstruation 
persisted after ovariotomy for tumours it was mostly in cases where 
the tumours were parovarian or intraligamentary. The inference is 
that some portion of ovarian tissue has remained behind in these 
cases. 

4. The characteristics of the artificial menopause produced by 
the complete removal of both ovaries are as follows : — 


i. Flushes of heat come on within 3 months of the operation in 
80 per cent. of the cases, and within a month in 55 per cent. 

ii. These flushes commonly last for several years, and may go 
on as long as 10 years. Probably the average duration would 
be 3 or 4 years. 

iii. The majority of patients retain their bodily vigour and 
energy, namely, about 72 per cent.; 28 per cent. are easily 
tired or complain of lack of energy. This may be partly due 
to the fact of an abdominal operation, as distinct from the 
influence of the menopause. 

iv. The influence of the artificial menopause in causing mental 
depression is relatively small, amounting to about 10 per 
cent. of the cases. 

v. In a large proportion of cases of the sex-instincts are not 
affected; in 68 per cent. they were either unaffected or 
increased; in 16 per cent. they were diminished; and in a - 
further 16 per cent. they were lost after the operation. 

vi. The artificial, like the natural menopause, is followed by 
some atrophy of the uterus and vagina, but not in all cases; 
62 per cent. showed some change within 2 years; 73 per cent. 
within 5 years; and 82 per cent. when more than 5 years had 
elapsed. Many patients showed a tendency to obesity, but 
this effect is not so marked as after the natural menopause. 
There is no foundation for the view that the removal of the 
ovaries leads to the development of masculine characteristics, 
such as growth of hair on the face, atrophy of the breasts 
and a deepening of the voice, except perhaps in cases where 
the operation is done before or about the age of puberty. 
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TABLE D. 
ce Initials. : Ge 
3 s Date, Place. Doctor. Operation Notes. Wow 
1| H.D. | _ 1894 |C. H.W. — Left parovarian cyst: right, — fp ey 
31 Sept. 27 cystic ovary | _ 
M the of 
| been 
2| L.W.| 1895 |Middlesex — Double multilocular ovarian| — -_ 
. Aug. 29 | Hospital cyst iia 
3| 8.D. | 1896 (C,H. W. ae Double ovarian cyst, partly ~ Bre! 
22 Sept. 28 intraligamentary pre 
M not 1 
4) A.W. | 1900 Do. = Right parovarian cyst: pre-| — Very 
34 Mar. 12 vious left ovariotomy py 
M my | 
54 C8, 1901 | ai ae: — Left ovarian intraligamentary| — Ba 
30 April 23 cyst : previous right ovario- rer 
M tomy 
or 8 
6| E.G. | May 14 Do. — Left ovarian cyst: diseased) §. A a 
. right appendages pick 
7| J. F. 1902 Do. _ Left ovarian cyst and) ins -“ 
| 38 Oct. 9 | salpingitis: previous right) lon | 
M ovariotomy befc 
| 
8; LL. 1903 | Do. |Dr. M. Macintosh | Double ovarian tumour, very! — Pe 
; 19 April 23 | | large right, small left het 
Ss | 
as 
| won 
9| =P; 1904 | Do. (Dr.C.E. Hutt |Double malignant ovarian ” 
M Jan. 28 papilloma: deposits on the 
back of the uterus and in| 
| the pelvis 
| 7, 
10; E.D. | Jan. 28 | Do. (Dr. J. A. Maclaren | Right cystic ovary : ane = be 
7 | left ovariotomy 
a2.) RE 2. July 4 Do, Dr. J. E. Hancock |Double ovarian cyst, large| 9ins po 
32 left, small right long 
M 
12] E.G. 1905 Do, _ ‘Double ovarian dermoid,| — a 
41 Jan. 12 | burrowing in the broad) 
M | ligaments | 
| E> 
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General Health. 


Local Conditions. 





Ve ood: “I was 

pe Brag well before 
the operation as I have 
been since.” 


Good: about the same 
as before 


Very good : wasalways 


ailing before and could 
not walk 
Very good: “I have 


never felt so well in 
my life” 


Uterus atrophying 


Uterus very 
atrophied 


small, 


Uterus normal 


Uterus atrophied 








“T am a new woman: 
better than I have 
been for the last 7 
or 8 years” 


“Better now: it took 
some time to really 
pick up” 


Good : “much better : 
I was practically an 
invalid for 9 years 
before ” 


Very good: “better 
than I have ever 
been” : known locally 
as “the walking 
wonder ” 


Uterus large 


Uterus normal 


Uterus normal 


Uterus normal 





Remarks, 


Date. 








Menstruation went on till Oct. 
1901. Since operation sexual 
feeling and desire both absent. 
No depression 


No menstruation since operation. 
Normal feeling ; not much desire. 
“Very much up or down”; 
rather irritable 


Menstruation went on till May 

1906. Normal feeling and desire, 
not affected by the operation. 
Cheerful 


Menstruation free and regular 
till Feb. 1904. Lost all sexual 
feeling and desire after opera- 
tion. “Always cheerful and 
laughing ” 


Menstruation continues regularly. 
Never had much feeling or de- 
sire; but has noticed no differ- 
ence since operation. Cheerful 


No menstruation since operation. 
Has normal desire and sensa- 
tion, unaltered by the operation. 
Usually cheerful 


No menstruation since operation. 
Both desire and feeling almost 
absent: they were somewhat 
diminished after first operation. 
Cheerful 





No menstruation since operation. | 
Cheerful 





Mar. 18, 
1907 


May 28, 
1902 


Mar. 5, 
1907 


April 2, 
1908 


Oct. 5, 
1904 


Sept. 15, 
904 


Oct. 20, 
1904 


June 26, 
1907 


Patient had extensive recurrence in the pelvis and abdomen ; and died in August, 1904, 
with symptoms of intestinal obstruction. 


Very good: “much 
better than before ” 


Good: better than 
before 
Good: better than 
fore 


Uterus small 


Uterus atrophying 


pedicle 





Uterus normal : alittle 
thickening about left 


Menstruation ceased in August 
1904. Cheerful: at first de- 
pressed 


No menstruation since operation. 
Neither desire nor feling is 
quite so much since operation 


Menstruation continues unaltered. 

Both sensation and desire are 
less than before operation. 
Cheerful 








Mar. 9, 
1907 


July 8, 
1907 


July 24, 
1906 
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14 


15 


16 | 


18 


19 


21 


23 | 








Initials. | 
Age. Date. Place. Doctor. 
C.8. 
M.A. | Mar. 29 | — P. | Dr. J. B. McBride 
M 
M. A. | June 22 | P. W.H es 
38 
M 
A.O. | July6 | P.W.H. ae 
53 | 
i M 
MP. | -Oot:23 . |) CL. Wi. — 
32 
| M 
| P.H. | Nov. 30 | P. W.H. ons 
| 50 
M 
| 
| 
A.B. 1905 P. W. H. | Dr. W. R. Orr 
40 Dec. 7 | 
M i | 
R.P. | 1906 | C. H. W.! - 
35 | Jan: 8 
M | 
| E.R. | Jan.8 | Do. | ~ 
36 | 
M | | | 
de 
H.S. Jan.8 | Do. | Dr. R. Grosvenor 
26 | 
Ss | | 
A.T. 1907 P. W. H. Dr. A. Southcombe 
44 Mar. 7 | 
M 
| 
| | 
A.G, | June6é Do. Dr. Slater Jones 
32 | 


= 








Operation Notes. 














Right ovarian cyst: left ap-| 
pendages previously _re- 
moved for tubal pregnancy 





Double tubo-ovarian cyst Very | 








Left ovarian cyst: right! 
| cystic ovary | 


| 
| 


| Left cystic ovary 


; : previous | 
right ovariotomy 


| 
| 
} 
| 
1 
} 










| Double tubo-ovarian cyst Vari 
ver’ 
| ver 
| “ne 
bef 
| 
| 
| Papilloma of left ovary:! Not 
double salpingitis | tir 
| th 
| 
| Right tubo-ovarian cyst: — @ Ver 
| Previous left ovariotomy be 
| 1 
| 
| 
|Right ovarian cyst : double! — & lac 
| salpingitis | tal 
| an 
| | $al 
| | tic 
| 
Double ovarian cyst: acute H.@ “V 
peritonitis with encysted m 
, hydroperitoneum : drainage 
Large right multilocular, joing™ Ve 
ovarian cyst (18 lbs.) : large. be 
cirrhotic left ovary ti 
} 
; Left ovarian cyst: right — Ve 


| cystic ovary and salpingitis 


| 
| 
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General Health. Local Conditions. Remarks. Date. 
“Very good indeed :| Uterus normal No menstruation since operation. a 6, 
much better than Has lost dyspareunia: no 906 
before” diminution of sensation or 
desire. Cheerful 
Very good : “never felt | Uterus normal Has had 3 “periods” since} Oct. 26, 
better” operation: last 4 months ago.| 1906 
Marital relations the same as 
before operation. Cheerful 
Good except for weak|Senile atrophy of|Menstruation ceased in 1904.| June 27, 
chest and indigestion. vagina and uterus At first sensation was less; 1907 
Better lately it has been the same as 
before operation. Cheerful 
Fairly good: “very|Vagina rather narrow. | No menstruation since operation.| Oct. 16, 
much better” Uterus Never had any feeling during} 1 
intercourse. Cheerful 
Variable, © sometimes| Uterus normal: pete-| Menstruation ceased 1} years| Dec. 6, 
very well, sometimes} chial condition round| before operation. Since opera-| 1906 
very poor. Has| vaginal orifice tion desire is less, but feelings 
“nerves.” Better than are the same: for 2 years there 
before operation has been dyspareunia. Subject 
to depression, and to excitability 
at times 
Not very strong, easily | Uterus normal No menstruation since operation. | J oe 
tired: “much better Never had any desire: sensa-| 1907 
than before operation” tion is the same as_ before 
operation. Cheerful 
Very good: “mostly|Some vaginal atrophy. | No menstruation since operation. | Oct. 14, 
feel splendid.” Much| Uterus normal Normal sensation and desire,} 1907 
better exactly the same as before the 
operation. Cheerful 
lacking in energy;} Uterus normal Nomenstruation since operation.| Oct. 15, 
takes no interest in Feels she does not want her; 1907 
anything : about the husband and there is neither| 
same as before opera- sensation nor _ satisfaction. 
tion Irritable and depressed by 
worry : husband out of work 
“Very good indeed:|Vagina much  atro-| No menstruation since operation. | Sept. 26, 
much better” phied : uterus partly| Cheerful 907 
atrophied 
Very good: “much| Uterus normal No menstruation since operation.| Feb. 13, 
better than for along Has normal feelings and desire,! 1908 
time” and feels exactly the same as| 
before the operation. Cheerful | 
Very good: “much, Uterus small |No menstruation since operation.| June 4, 


better, quite different” 








| Has never had either inclina- 
| tion or feeling. Usually cheer- 
| ful 
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| Serial 
| No. 


27 


32 


33 


Initials. 








Age. Date. Place. Doctor. Operation Notes. 
E. P. 1907 | P. W. A. — Double ovarian cyst: dense 
38 July 18 adhesions 
M 
C. H. | Sept. 14 P. Dr. K. Frazer Large right multilocular 
58 ovarian cyst, partly rup- 
M tured: deposits on the 
bowel and left appendages 
E. B. | Sept. 16 | C. H. W. | Dr. P. Gardiner Double multilocular ovarian 
50 cysts, adherent together 
M behind the uterus 
R. B. Oct. 3 P. Dr. A. G. Allan Right ovarian cyst: left 
60 ovarian adenoma: calcified 
Ww subperitoneal fibroid of 
_ fundus 
E. C Dec. 9 | C. H. W. | Dr. J. Simpson Large left malignant multi- 
41 locular ovarian cyst: smal- 
M ler right ovarian cyst: 
nodules in the mesentery 
M. R 1908 Do, | Dr. P. R. Webb Double ovarian cyst: left 
4 June 10 mammary adenoma 
S. B. | July 2 Do. — Double ovarian dermoid: 
66 _ procidentia: anterior col-| 
Ww porraphy, perineorrhaphy, 
ysteropexy, and double| 
ovariotomy | 
M. R. | Oct. 29 P. ‘| Dr. A. Hoffman Left ovarian cyst, multi-) 
49 locular, —_ ruptured—12) 
M pints fluid: right ovary 
suspicious 
E. M. 1909 | P. W.H. | Dr. J. K. Brownlees| Right ovarian cystic papil-| 
52 May 20 loma and deposits on left! 
M ovary 
A.C. | June 19 Do. o Multilocular right ovarian 
= cyst : double hydrosalpinx : 































many adhesions 
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General Health. Local Conditions. Remarks. Date. 
Very good, but gets|Uterus normal: on/Menstruation regular, freer than| July 10, 
readily excited left side a small firm| before: it ceased for 4 months| 1908 
swelling likeaportion| after operation. Marital rela- 
of ovary tions unaltered. Cheerful 
“Very good: quite a/Uterus small: no re-|Very cheerful Oct. 13, 
different person ” currence 1909 
Good: better than|Dr. Gardiner reports:|Menstruation ceased before| Sept. 17, 
before “ Uterus normal :| operation. Cheerful 1908 
general condition ex- 
cellent ” 
Patient developed melancholia some months after operation and was sent into | Oct. 9, 
an asylum, where she is still 1909 
Patient developed extensive recurrent growths in the abdomen and died on 
May 12th, 1908 
Very good: “IT was|Senile atrophy of|No menstruation since operation.| June 24, 
splendid until the last} ‘vagina and uterus Cheerful 1909 
23 months ” 
“Pretty fair” : much; Uterus well slung up:|Menopause many years ago.| May 6, 
better perineum sound. Re-| Cheerful 1909 
turn of cystocele 
Until lately was better|“ All well internally ” — Jan. 16, 
and more active than} (Doctor’s' report) 1910 
for some years* 
“Very good: much/Uterus and  vagina| Menopause 6 years before opera-| Feb. 4, 
better ” normal : cystocele and] tion. Marital relations unaltered. 1910 
rectocele Cheerful 
“Very good: much|Uterus normal: some} Menopause a year before opera-| Jan. 12, 
better ” atrophy of vagina tion. Has the same feelings, 1910 


*Patient has develo; 
pleurisy with ators 
fusion—? malignant. 
(February, 1910.) 





satisfaction and desire as be- 
fore operation. Cheerful 
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TABLE E. 
Z| Initiale. 
32 rie] Date. Place. Doctor. Operation Notes. 
ad al 
be] Sat. 1896 |C. H. W. —_ Right  salpingo-odphoritis:| - 
29 May 4 left appendages previously) 
M removed 
2!) A.C. | Sept. 28 Do. | _ Double tuberculous salpingitis 
| nf | and hydroperitoneum 
3 | E. W. 1897 Do. — _ Double pyosalpinx : suppurat- 
7 Jan. 22 ing ovarian cyst 
4' S.P. | Aug. 9 Do. —- Double pyosalpinx : suppurat- 
| 28 | ing ovarian cyst 
he | 
| | | 
|_| | 
s| BG. | Aug. 16 Do. Dr. H. Silver Double pyosalpinx : suppurat- | - 
_ | ing ovarian cyst | 
: | 
| | 
6| A. H, 1898 Do. — Double pyosalpinx: left) — 
42 | Sept. 22 ovarian cyst | 
| M | 
| 
| | | 
7| AG. | 1900 Do _ | Double tuberculous salpingitis | 8. A. 
| 38 | Jan. 20 | H. 
|; M | 
| 
a | 
S| A.B. | 1901 |P.W.H. _ [Chronic double — salpingo- 
283 | July 16 | | odphoritis 
M | | | 
| | 
| | 








| 
| 
9 | E.S. | Oct. 10 Do. — Double pyosalpinx 
48 
| M | 
| | 
10| E.M. | Nov.21,/ Do. |Dr. R. B. Double pyosalpinx 
| 32 Marjoribanks 
| M 
| 
| | | 
1 | ALS. 1902 | Do. — Double pyosalpinx 
4 June 27, 
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General Health. Local Conditions. Remarks. Date. 
: “ever soj Uterus very small No menstruation since operation.| Mar. 19, 
uch better than Never had much desire; there} 1907 
fore operation ” is normal sensation: “the 
operation has made no difference 
whatever.” “ Splendid spirits ” 
ery good : height / Uterus normal Menstruation is fairly re; ,| Mar. 22, 
S| —Bsft, 4 in. weight notmuch in quantity. Cheerful} 1907 
Sat. 10 lbs. 
d: better than|Uterus atrophying Had 2 “periods,” in June and| June 22, 
8.4 before September 1898 1906 
Very good indeed” : | Uterus normal No menstruation since operation.| Mar. 25. 
— much better After operation there was no| 1907 















d: has been acting 
successfully 


ood: “much better 
than before” 


d: “Very much 
better” : can walk 12 
miles 





d: “feel stronger 
and —_ better 
operation ” 


Well till she had 
indigestion _ lately : 
better than before 
- operation 


‘Fair: always tired” : 
in some ways better 


Not very good : subject 
to fits “ . 


Uterus normal size 


Uterus normal size 


Uterus atrophying 


Uterus retroverted and 
xed 


since] fi 


Endometritis 


Uterus small: vagina 
atrophied above ; rec- 
tocele below 


Endometritis: cervix 
hyperplasic 








desire and she had no feeling : | 
intercourse was “ loathsome.” | 
Cheerful 


Menstruation went on till Aug. 
1 Has not felt altered in 
her temperament. Cheerful 


No menstruation since operation. 
“No pleasure since operation : 
there was at times before.” 
“ Always happy” 


No menstruation since operation. 
Both desire and sensation in- 
creased since operation; per- 
haps partly because it used to 
be painful before. Cheerful 


Menstruation regular for 3 years 

after operation. Was always 
“rather cool,” but has not been 
more so since operation. “Very 
good spirits” 


No menstruation since operation. 
Marital relations unaltered. 
Cheerful 


No menstruation since operation. 
Before operation there was 
dyspareunia but sometimes 
normal feeling : since operation 
no pain, and neither feeling nor 
desire 


Menstruation regular, excessive. 

Feeling and desire are the 
same as before operation. 
Depressed at times 





‘ei 


Mar. 27, 
1905 


Jaly 21, 
1907 
Oct. 21, 
1904 
April ip 
1905 


July 14, 
1 


April 7, 
1905 
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Serial 
No. 


13 


14 


16 


a 


19 


20 


21 











Initials, 

Age. Date. 
C.S. 

E. P. 1902 
36 Aug. 21 
M 

H, W. | Sept. 22 
31 
Ss 

in P. Oct. 30 
28 
M 

M, W. 1903 
42 Mar. 5 
M 

M. H. | Mar. 10 
36 
M 

L. B. | May 21 
22 
M 

i Oe a June 4 
44 
WwW 

A.S. | June 18 
17 
Ss 

RP. | July6 
25 
S 

E. B Sept. 7 
31 
M 

M. R. | Sept. 7 
25 








Place. Doctor. Operation Notes. 
P. W. H. — Double pyosalpinx : suppurat- 
ing ovarian cyst 
C. H. W. _ Double pyosalpinx: dense 
adhesions 
|P. W. H.|Dr. Gurney Double pyosalpinx : appendix 
Thompson | inflamed and adherent to 
bladder and right ovary 
and tube 
Do. Dr. R. B. Double pyosalpinx 
| | Marjoribanks 
| | 
Do. — Double pyosalpinx 
| 
| 
| Do Dr. R. B. Double pyosalpinx 
| Marjoribanks | 
| 
Do. | ai | Double hydrosalpinx 
Do. (Dr. R. B. Double pyosalpinx : retro- 
Marjoribanks| cecal abscess 
| 
| 
|C. H.W. ‘Dr. J. McConnell | Double pyosalpinx 
| 
Do. | a | Double salpingitis 
| 
| 
De. | _ Double salpingitis 














| 
| 
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Local Conditions. Remarks. Date. 
t- oderate: better than —- No menstruation since operation. Feb. 26, 
fore operation Has neither feelings nor desire : 1908 
had both before operation. 
Depressed rather often 
se) — Mood: “much better ”| Vagina short, atrophic :| Menstruation went on irregularly} June 15, 
uterus small till Sept. 1906. Cheerful.; 1908 
Spinster 
x} — Pood: “a lot better” | Vagina contracted, | No menstruation since operation.| Jan. 9, 
0 conical : uterus small | Has not had normal feelings} 1907 
"y nor desire since operation. 
Cheerful. Dyspareunia 
— FR Splendid : very much|Some atrophy middle| No menstruation since operation.| June 5, 
| better ” portion of vagina:| Normal feelings and desire,| 1908 
uterus normal oo by operation. Cheer- 
fu 
8. AfBood: “much better/Uterus is the seat of | Menstruation continues; regular} Feb. 16 
and stronger ” fibroids but scanty. Never had either} 1905 
desire or sensation; but used 
to have dyspareunia which she 
has not now. Depressed at 
times: used to be the same 
before operation 
8.4 Pretty fair: want al{jterus normal Menstruation regular for 3 years| Dec. 11, 
lot of bucking up” after operation. Marital rela-| 1907 
tions unaltered. Cheerful 
ery good : better than ? No menstruation since operation. 
— B before Widow. Cheerful a 
1907 
>” — Glaries: easily tired,|Uterus rather small :|No menstruation since operation. | Mar. 16, 
but can walk 3-4] breasts negative, legs| Spinster. Cheerful 1908 
miles: “very much} hairy, voice deep 
better than before 
operation ” 
| S.AgiVery good: “T feel|Uterus bulky : cervix-| Menstruation unaltered. Marital| Sept. 24, 
| much better ” adenoma relations unaltered (now mar-| 1908 
ried). Cheerful 
ood, but weak: “altjterus normal size.| Menstruation continues, exces-| Feb. 16, 
— §§ lot better in myself” | pather fixed ‘| sive. Marital relations un- 1906 
altered. Cheerful. (Cceliotomy, 
January 1905, separation of 
adhesions) 
— By good: “better|Uterus rather small | Menstruation profuse : curetting| Mar. 28, 
than for years.” Has in July 1904. Before operation} 1907 






had some abdominal 
pain lately: ?ad- 


hesions 





had dyspareunia, but normal 
sensation: after operation no 
pain, but no pleasure and no 
desire. Depressed lately 
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Zs — Date. Place. Doctor, Operation Note 
24 | Os. ; nial 
23) AS, 1904 | P. W. H. |Dr. Ronald Smith | Double pyosalpinx 
31 Jan. 21 
M 
24 | E.D. | April 28 Do. _ Left pyosalpinx : right sal- 
36 pingitis 
M 
25| J.E. | Apr. 28 Do. (Dr. R.M. Leslie | Doubletuberculous salpingitis | 
12 | and peritonitis with localized | 
S | pelvic hydroperitoneum 
| 
26; E.L. | May 19 Do. Dr. C. E. Hutt | Acute double pyosalpinx : | 
29 recent peritonitis | 
M | 
| 
| 
27| J.M. | June30| Do. (Dr. W.Murison | Double salpingitis with ad. 
30 hesions and right apm 
M ovary 
28 | L. T. July 7 Do. _ | Large left’ pyosalpinx and. 
: ovarian cyst: right pyo- | 
salpinx 
29| L.S. | Sept. 20 P. Dr. Hall Hains Double pyosalpinx 
4 
80} E.L. | Oct.17 |C.H. W. — Double pyosalpinx 
30 
M 
31; E.C. | Oct. 31 Do. _ Left —_ salpingo-odphoritis : | 
24 right appendages previously | 
M removed 























Gene 


Very 
better 
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Local Conditions. 


Remarks. 










d: “the operation 
has been the making 


=e ery good, especially 


before amenorrhcea 
came on 4 months ago 


ery good: “ever so 
much better” 


Not very strong : “feel 
more of an invalid” : 
has “brain fag” 


Very good: “much 


better ” 


Fairly good: “much 
better and stronger in 
every respect” 


Fairly good: subject 
to biliousness : “ bet- 
ter than before opera- 
_ tion” 


Good : “decidedly bet- 
ter” 


Good: much better : 
some pain left side 





Atrophy of vagina and 
uterus 


Uterus normal 


Breasts childish, vulva 
small, ubic hair 
scanty: P.R., uterus 
feels normal 


Vagina narrow : uterus 
very small 


Uterine body small: 
cervix hyperplasic 


Uterus normal: on 
right side is a rounded 
swelling 


Uterus smail 


Considerable atrophy 
of vulva, vagina and 
uterus 


A swelling at the left 
cornu of the uterus 





No menstruation since operation. 
Desire is less because there is 
dyspareunia, as if she were too 
small: feeling is as before. 
Cheerful 


For 15 years menstruation was 
irregular and she had flushes : 
then it became quite regular 
and flushes disappeared. During 
this time marital relations were 
just the same as before opera- 
tion. For last 4 months 
amenorrhea: flushes have re- 
turned: feeling is less, and 
desire is less often. Very 
depressed at times 


Has nevermenstruated. Cheerful 


No menstruation since operation, 

but there were 3 “ floodings” 
in the first 12 months. Had 
normal feeling before, but 
dyspareunia: now there is no 
pain, but neither feeling nor 
desire: “a great dislike of 
anything that way.” Mostly 
irritable and depressed. 


Menstruation was _ regular, 
moderate and painless till Dec. 
1905. Marital relations unal- 
tered. Cheerful 


Menstruation continues, a little 
irregular. Marital relations 
unaltered. Cheerful 


No menstruation since operation. 
Has remained separate: there 
is no diminution of desire since 
operation 


No menstruation since operation. 
Has normal feelings and wish 
for intercourse, as_ before. 
Depressed by worry of husband 
being out of work 


Menstruation has continued 
regularly. Normal feeling and 
desire. Cheerful. Hysterectomy 
and removal of cystic remains 
of left ovary, March 3 1908 





Nov. 1, 
1904 


Mar, 7, 
1907 


Jnne 30, 
1909 


June 30, 
1909 


July 5, 
1906 


Sept. 8, 
1905 


Jan. 9, 
1909 


July 22, 
907 


April 23, 
1907 





19 
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4 .| Initials. 
>} Po Age. Date. Place. Doctor. Operation Notes. 
¥ C.S. 
32 | A. T. 1905 | P. W. H.|Dr. R. Bebb Double pyosalpinx 
27 Aug. 24 
M 
33 | E. R. | Sept. 12 Do. |Dr. A. Atkinson | Double pyosalpinx with intra- 
35 pelvic abscess 
M 
34 | A.W. | Oct. 19 Do. |Dr. D. Fogarty Double tuberculous _ pyo- 
24 salpinx 
M 
35 > Nov. 20 | C. H. W, |Dr. W. W. Don Double pyosalpinx 
Ss 
36 | A. D. 
36 1906 | P. W. H. _ Acute double pyosalpinx 
M April 5 
37. | M. Y. | May 24 Do. _ Double  pyosalpinx: left 
31 ovarian cyst 
M | 
38 — Nov. 22 Do. = | Double pyosalpinx 
u | 
| 
| 
39 | A.T. | Nov. 22 Do. |Dr. H. Lloyd Patch | Acute double pyosalpinx : 
29 right ovarian cyst 
S 
40 | K. H. | Dee. 31 | C. H. W. — Double hydrosalpinx and 
36 tubo-ovarian cyst 
M 
41) K. F. 1907 ; Dr. H. Lloyd Patch | Double pyosalpinx : perfora- 
4 Jan. 1 tion with acute symptoms 



































and peritonitis 
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Nov. 11, 1908 

















General Health. Local Conditions. Remarks. Date. 
still rather weak:|Normal size, ante-| Has a “period” going on for a| Oct. 10, 
os better” flexed, drawn over to| week, every 2-3 months. Before 1906 
the right operation had pain and no 
pleasure: since operation, 
pleasure and no pain, and there 
is more desire. Often depressed 
Jery good: not quite|Uterus atrophyin No menstruation since operation. | June 25, 
> ‘cong as rohan oe Never had much desire: thinks| 1907 
feeling is less than before. 
Cheerful 
Patient died of acute general tuberculosis on November 29th, 1905 
Good, but a little] Uterus normal: ?a] Amenorrhea till May 1906:| July 30, 
weak: much better) fragment of ovary on} then a month’s hemorrhage. 1907 
than before left side, where there} Has normal desire and feelings : 
is a little tenderness | the operation has made no 
difference. Married in August 
1906. Occasionally depressed 
Very good, but weak : | Uterus atrophying No menstruation since operation.| June 29, 
“much better” normal feelings and desire, not| 1907 
altered by the operation. 
Depressed at times, husband 
out of work 
Very good: “a lot|Some contraction of} No menstruation since operation.| Sep. 24, 
stronger ” vaginal vault : uterus} No difference in marital rela-}| 1907 
normal tions: has normal feeling, but 
not much desire. Usually 
cheerful, but easily depressed 
Very good; but easily | Uterus normal No menstruation since operation.| Nov. 13, 
tired and wanting in Had never any feeling and| 1907 
energy seldom desire: now there is 
never any desire. Easily de- 
pressed and a little irritates her 
Good, but wanting in|Uterus normal Was married in April 1907: had| Mar. 2, 
energy : “much better no menstruation from the| 1908 
than before ” operation till May 1907 : normal 
periods May to August, and 
nothing since. She “feels 
nature a bit.” Depressed when 
alone 
Very good: better! Uterus normal: feels} Menstruation continues unal- July 11, 
than before as if left ovary were} tered. Marital relations exactly| 1907 
present the same as before. Cheerful 
Very good, but heavy| Uterus is the seat of| Menstruation irregular, quantity} Nov, 1, 
m the body fibroids free. Both feeling a desire} 1908 
have been less. Cheerful. 
Hysterectomy for fibroids, 

















Wound 
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3g .| Initials. 

= ° Age. Date. Place. Doctor. Operation Notes. 

87! Cs. 

42) E.K 1907 Po W. i. — Double pyosalpinx and retro- 

Jan. 10 version: dense adhesions : 

M ventrofixation 

43 | M.C. | Jan. 31 Do. Mr. W.Edmunds | Double’ pyosalpinx, with 
43 sinus in abdominal wall: 
M dense adhesions round sinus 

track 

44] B.A. Feb. 4 | C. H. W.|Dr. C. J. Harrison —— left tubo-ovarian cyst : 
26 right salpingitis: many ad- 
S hesions 

45 | J. M. | Feb. 22 P. Dr. A. V. Evans Double pyosalpinx: retro- 
29 version with fixation: 
M ventrofixation : both ovaries 

left 

46| E. J. | Mar. 28 | P. W. H. _ Double pyosalpinx 
37 
M 

47 | E.C. | April 2 | C. H. W.| Dr. Milner Browne | Double pyosalpinx : suppurat- 
45 ing ovarian cyst 
M 

48 | A.C. | April 15 Do. |Dr. J.T. Thyne Double tubo-ovarian cyst 
29 
M 

49 | H. L, | April 22 Do. |Dr.S.R. Schofield | Acute double pyosalpinx : 
42 tubes resected 
M 

50} P.R. | May 27 Do. _ Subacute double pyosalpinx 
29 } 
M 

51| E.L | Oct. 10 | P. W. H. _ Double pyosalpinx 
24 
M 

52) A.S. | Nov. 21 Do, |Dr.F.J. Tresilian | Double pyosalpinx : suppurat- 
40 ing left ovarian cyst 

















S. A:H. 
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General Health. Local Conditions, Remarks. Date. 





Very good till she| Uterus normal: aj|Menstruation continues unal- ae Ay 
developed right-sided} tender swelling size) tered. Marital relations un-| 1 

pain 2 months ago of an orange in right| affected. Cheerful 
posterior quarter of 





elvis 
3. A:H. “Pretty well” : much Vaginal atrophy :| Menstruation continues, rather} May 10, 
better than before uterus normal: noj| irregular. Marital relations 1909 


portion of ovary felt | unaffected. Cheerful 


Good: better than| Uterus normal: no} Menstruation continues unal-| June 21, 
before portion of ovaries felt | tered. Spinster. Sometimes} 1909 
depressed 


“Good: better in some | Uterus well slung up| Menstruation regular, less than| Feb. 15, 
ways: less tired” in good position formerly. Sinus explored Nov.| 1908 
14, 1908: found to lead down 
to abscess in the left ovary, 
attached to uterine cornu. 
Ovary removed 


“Fairly good : nothing | Vaginal contraction : | Irregular menstruation July to} Feb. 11, 
to complain of : feel| uterus normal: some} December 1907. Never had| 1 
better in myself ” thickening base of{ much feeling, but it has been 
left broad ligament | less since operation : desire also 
less. Cheerful 


- Good, but weak: | Uterus small No menstruation since operation.| June 21, 
“quite a different Before operation had much pain| 1909 
woman: I feel 10 and no feeling : since operation 
years younger at she has had natural feeling that 
least” she never had before. Cheerful 


“Very well: better! Uterus normal size: | Menstruation continues, slightly! July 1, 
than before opera-| no trace of ovaries| irregular, but unaltered in| 1909 

tion: was always ail-| felt quantity. Before operation had 
ing before” dyspareunia, and neither desire 
nor feeling : since operation no 
pain, and there has been normal 
feeling and desire. Cheerful 


“Very well indeed :| Vaginal atrophy : | No menstruation since operation. | June 22, 


better than I have| Uterus small Living separate. Cheerful 1909 
felt for 5 years” 


Good : “much better” } Vaginal atrophy : | No menstruation since operation. ; June 25, 
Uterus small Has had neither desire nor| 1909 
feeling since operation: had 
both before. Depressed at 
times : does not get out much 


Neurosis of the border-| Uterus small No menstruation since operation.| May 20, 
land Living separate. Hashad several| 1909 

periods of depression, so that 
she feared to do something rash 
and dreaded going out of her 











mind 
= ery good: “better|Uterus normal No menstruation since operation. | June 10, 
than for 2 years Marital relations unaffected.| 1 
. BB before operation” Cheerful 
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Serial 


57 


58 


59 


60 


61 


62 


63 











Initials, 

-_ Date. Place. Doctor. Operation Notes. 

A. A. 1907 |C. H. W.|Dr. P.R. Dodwell | Left hydrosalpinx and broad 
34 Nov. 18 ligament cyst: previous 
M. right ovariotomy 

E. G. 1908 P. W.H. | Dr. J. F. Weir Double pyosalpinx: intra- 
16 Mar. 5 pelvic abscess : following on 
SS) atresia vagine and hemato- 

colpos 

A. R. | April 23 Do. |Dr. W. Love Double _ salpingo-odphoritis 
ne] with adhesion to sigmoid 

E. D. | May 21 | Do. — Tuberculous pyosalpinx and 
25 tubo-ovarian abscess in left 
M. | broad ligament: peritoneal 

| infection 

A. B. | Oct. 25 | - Dr. R. Bluett Tuberculous salpingitis and 
25 | peritonitis (miliary) 

S. 
| 8. 

C.F. | Oct. 29 | P. W.H. oe Acute double salpingitis : |S. A:H 
35 pyosalpinx left side 
M 
sgl te 1909 | C. H. W. = Right —_salpingo - odphoritis 
33 Feb. 15 with adhesions: left ap- 
M. pendages previously removed 

E. A. H.| Feb. 15 Do. Dr. Gordon Hull Double salpingitis and right 
45 ovarian cyst: retroversion 
M with adhesions: chronic 

appendicitis 

A. L. | April 5 Do. |Dr.E.J. Pritchard | Double cystic ovaries densely | 
38 adherent : retroverted fixed! 
M uterus 

M. R. | June 19 P. Dr.G.H. J. Hooper; Double pyosalpinx: acute 
35 peritonitis 
M. 

E.G. | July5 |C.H. W. — Double pyosalpinx 
49 
W. 
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General Health. Local Conditions. Remarks. Date. 
1 Very good, but easily | Uterus small No menstruation for 3 months| July 7, 
: tired : never quite so after second operation: since} 1909 
well since second then regular every month, 
operation moderate. Normal feelings and 
desire, unaltered by the opera- 
tion. Cheerful 
: Very good except for |Uterusnormal : vaginal} Had several periods between| May 10, 
, headaches: “much| orifice has kept well} Nov. 1908 and Feb. 1909:| 1909 
: better” patent nothing since. Spinster. Cheer- 
ful 
; “Fairly good: de-|Vaginalorifice narrow : | No menstruation since operation.| May 12, 
cidedly better than| Uterus small Has always had dyspareunia:| 1909 
before operation ” has had neither feeling nor 
desire since operation. Usually 
cheerful 
j Fair: about the same {Uterus normal: some| No menstruation since operation.| Feb. 24, 
t as before swelling in position] Feeling and desire both less} 1909 
] of left broad ligament operation. Usually cheer- 
fu 
j Very good: much/|Uterus normal: 1n0|No menstruation since operation.| Oct. 22, 
better hydroperitoneum nor) “Very cheerful and very| 1909 
pelvic swelling contented ” 
“Very good: a lot| Uterus small No menstruation since operation.| Jan. 29, 
better in myself” Marital relations vunaltered.| 1910 
Cheerful 
is “Very good: much| Uterus in good position | Menstruation regular, normal Oct. 11, 
,- better than before 1909 
d first operation ” 
it “Very good: much | Uterus normal size and| Had 3 periods, May, June and} Dec. 7, 
ne better and stronger” | position August 1909. Feelingunaltered :| 1909 
ic has lost dyspareunia. Cheerful 
ly! Moderate: has bron-|Uterus normal: Va-| No menstruation since operation.| Jan. 13, 
ad | chitis: better than| ginal orifice small Never had either feeling or] 1910 
before, but less energy desire: no difference since 
operation, except dyspareunia. 
Less cheerful than before 
te Moderate: better in|Uterus small: some| No menstruation since operation.| Jan. 21, 
body, not so well in| atrophy deeper part| Less inclination and feeling] 1910 
spirits and energy.| of vagina than before. Depressed because 
Neurasthenic she feels weak 
Good, except for an|Uterus small: vagina| No menstruation since operation.| Jan. 12, 
attack of gastritis :| atrophic Widow. Cheerful 1910 











was much better 
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TABLE F. 
gq . | Initials. 
eS| Age. Date Place. Doctor. Operation Notes. 
$7| Os. 
uO Vie ke 1901 ro We i. — Left tubal pregnancy: pre- 
27 Nov. 7 vious removal of right 
Ss appendages 
2 2s, 1906 C. H. W. | Dr. R. Bluett Left tubal pregnancy : right 
33 Oct. 22 ovarian cyst 
M 
3 | M.E. | Nov. 30 r. Dr. Reginald Brown | Left tubal pregnancy, rup- 
26 |Dr. A. L. Marshall | tured, severe hemorrhage : 
M | right ovarian cyst 
4| J.E.| 1907 |P.W.H. - Left tubal pregnancy : right | 
25 July 4 ovarian cyst 
M 
5| S.B. | July ll Do, Dr. Slater Jones Right tubal pregnancy : left 
= pyosalpinx 
6) T.F. | July 25 Do. Dr. J. W. Clyne Left tubal pregnancy : right 
42 ovarian blood-cyst 
M 
7{ RA 1908 Le Dr. A. W. Bowie | Left pyosalpinx : right tubal 
37 Apr. 4 pregnancy 
M 
8 | M. H. | May 28 |P. W. H. |Dr. C. E. Hutt Right tubal pregnancy : intra- 
30 peritoneal rupture: left 
M appendages previously re- 
moved for tubal pregnancy 
9} A. T. | Junel10 |C. H. W. |Dr. CarsonSmyth | Right tubal pregnancy : left 
43 hydrosalpinx and ovarian 
M cyst 
10| F.H. | July 16 | P. W. H. |Dr. H. Distin Right tubal pregnancy (missed 
30 abortion) : left ovarian cyst 
M 
11} L.C. | Nov. 9 P. Dr. H. Lloyd Patch | Left tubal pregnancy : right 
29 tubal pregnancy (right ovary 
M left. behind) 
12| A.W. | Dee.7 | C. H. W.| Dr. Lawson Smith | Right tubal pregnancy : left 
35 appendages previously re- 
M moved for tubal pregnancy 
13| J. R. 1909 | P.W.H.|Dr. A. R. Left ovarian pregnancy : right 
27 Feb. 4 Wainwright | appendages previously re- 
M moved for lutein hematoma 
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General Health. Local Conditions. Remarks. Date. 
i d: “much| Uterus small No menstruation since operation. |November, 
ra on before ” Feeling and desire just the| 1908 
same as before. Usually cheerful, 
but occasionally depressed 
Fairly good: suffers| Uterus normal size No menstruation since operation.| Mar. 14, 
from “nerves” : never Intercourse is distasteful now, 1908 
really well for more and she thinks it upsets her 
than a day or two at nerves. Generally depressed 
a time since the 
eration , , 
‘No difference since| Not examined Three periods after operation. Feb. 19, 
operation ” No desire for intercourse} 1910 
either before or after operation. 
No difference in cheerfulness 
Very good: “a lot| Uterus small: vagina| No menstruation since operation.| April 2, 
better ” normal Had normal desire and feeling} 1909 
before operation: has had 
neither since. Cheerful 
“Quite well, the operation being quite a success” (Doctor’s letter) = oy 
Feels weak : not quite| Uterus small: vagina| No menstruation since operation. | June 24, 
so strong as before | partly atrophied Intercourse is not so satisfying : 1909 
has the feeling, but “does not 
feel the flow of nature”: 
desire is less often, but some- 
times as keen asever. Cheerful 
“Splendidly well in| Uterus and _ vagina| Menstruation returned after 2] Dec. 18, 
every way ” normal months and has gone on| 1908 
regularly. Marital relations 
unaltered. Cheerful 
“I feel very well” :| Uterus small: vagina} No menstruation since operation.| May 28, 
better narrowing Desire and feeling less. Cheerful} 1909 
Very good, but easily | Uterus normal : papu-|No menstruation since operation.| June 26, 
tired: better than| lar vaginitis Neither desire nor feeling since} 1909 
before operation: used to have both 
rather markedly. Usually 
cheerful 
Very good: “never}Uterus and vagina | No menstruation since operation.| June 25, 
mn so well” atrophying Never had any desire: feeling; 1909 
is less, but it is present some- 
times. Cheerful 
“Wonderfully well: | Uterus normal: right| Menstruation regular, less than! Oct. 13, 
better than before” | ovary normal before. Marital relations un-| 1909 
altered. Cheerful 
“Perfectly good ” Uterus normal Slight loss for 3 days, July 1909,| Oct. 7, 
Aug. 19-24; and a show on 1909 
Sept. 25 
“Very good : was quite| Uterus small, mobile | No menstruation since operation.} Oct. 19, 
well before ” Desire unaltered, but feeling is} 1909 





much less. Cheerful, “always 





singing about” 
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TABLE F. 





Tnitials. 
Age. 


Operation Notes. 
C.8. 





Left tubal pregnancy : pre- 
vious removal of right 
appendages 


| 
| 
| 


Dr. R. Bluett Left tubal pregnancy : right 
ovarian cyst 


Dr. Reginald Brown | Left tubal pregnancy, rup- 
Dr. A. L. Marshall | tured, severe hemorrhage : 
right ovarian cyst 


Left tubal pregnancy : right 
ovarian cyst 


Dr. Slater Jones Right tubal pregnancy : left 
pyosalpinx 


Dr. J. W. Clyne Left tubal pregnancy : right 
ovarian blood-cyst 


1908 : . A.W. Bowie | Left pyosalpinx : right tubal 
Apr. 4 pregnancy 


May 28 . C. E. Hutt Right tubal pregnancy : intra- 
peritoneal rupture: left 
appendages previously re- 
moved for tubal pregnancy 


June 10 ; . Carson Smyth |Right tubal pregnancy : left 
hydrosalpinx and ovarian 
cyst 


July 16 , . H. Distin Right tubal pregnancy (missed 
abortion) : left ovarian cyst 


Nov. 9 : . H. Lloyd Patch | Left tubal pregnancy : right 
tubal pregnancy (right ovary 
left behind) 


Dec. 7 : . Lawson Smith | Right tubal pregnancy : left 
appendages previously re- 
moved for tubal pregnancy 


-. % Left ovarian pregnancy : right 
Wainwright | appendages previously re- 
moved for lutein hematoma 
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General Health. Local Conditions. 








fairly good: “much| Uterus small 


better than before” 


Fairly good: suffers} Uterus normal size 
from “nerves” : never 
really well for more 
than a day or two at 
a time since the 
operation 

“No difference since 
operation ” 


Not examined 


Uterus small: vagina 
normal 


Very good: “a lot 


better ” 





Uterus small: vagina 


Feels weak : not quite E 
partly atrophied 


so strong as before 


Uterus and 


normal 


“Splendidly well in vagina 


every way ” 


Uterus small: vagina 


“I feel very well”: 
narrowing 


better 


Very good, but easily | Uterus normal : papu- 


tired: better than] lar vaginitis 

before 

Very good: “never|Uterus and vagina 
been so well” atrophying 


“Wonderfull 
better than 


well: 
efore” 


Uterus normal: right 
ovary normal 








“Quite well, the operation being quite a success” (Doctor’s letter) 





No menstruation since operation. 
Feeling and desire just the 
same as before. Usually cheerful, 
but occasionally depressed 

No menstruation since operation. 
Intercourse is distasteful now, 
and she thinks it upsets her 
nerves. Generally depressed 


Three periods after operation. 
No desire for _ intercourse 
either before or after operation. 
No difference in cheerfulness 





No menstruation since operation. 
Had normal desire and feeling 
before operation: has had 

neither since. Cheerful 





No menstruation since operation. 
Intercourse is not so satisfying : 
has the feeling, but “does not 
feel the flow of nature”: 
desire is less often, but some- 
times as keen asever. Cheerful 
Menstruation returned after 2 
months and has gone on 
regularly. Marital relations 
unaltered. Cheerful 


No menstruation since operation. 
Desire and feeling less. Cheerful 


No menstruation since operation. 
Neither desire nor feeling since 
operation: used to have both 
rather markedly. Usually 
cheerful 

No menstruation since operation. 
Never had any desire: feeling 
is less, but it is present some- 
times. Cheerful 

Menstruation regular, less than 
before. Marital relations un- 

altered. Cheerful 


November, 


Mar. 14, 
1908 


Feb. 19, 


June 24, 
1909 
Dee. 18, ; 
1908 f 
i 
a 
i 
May 28, 
1909 






1908 











1910 











April 2, 
1909 







































June 26, 
1909 








June 25, 
1909 






Oct. 13, 
1909 










“Perfectly good ” Uterus normal 


“Very good : was quite | Uterus small, mobile 


well before ” 





Slight logs for 3 days, July 1909, 
Aug. 19-24; and a show on 
Sept. 25 


No menstruation since operation. 
Desire unaltered, but feeling is 
much less. Cheerful, “always 








singing about” 


Oct. 7, 
1909 





Oct. 19, 
1909 
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TABLE M. 





Age. 
C.S. 


Initials. 


Operation Notes. 











1907 
June 27 


1908 
Feb. 20 


Dr. D. McAskie 


Dr. W. H. Hewlett 


Dr. Monro 
Dr. W. R. Orr 


Dr. A. T. Scott 
Dr. W. Paul Jones 


Dr. W. Love 


Dr. C. R. Salisbury 


Dr. R. B. 
Marjoribanks 











Left ovarian (? parovarian) 
cyst : uterus and right ovary 
previously removed for 
fibroid 


Large right parovarian cyst, 

densely adherent to floor 
of pelvis: left salpingo- 
odphoritis 


Left ovarian cyst in broad 
ligament and hydrosalpinx : 
right tubo-ovarian cyst: 
hysterectomy for dense 
adhesions 


Right ovarian cyst with 
papilloma: left ovarian cyst 


Large left ovarian cyst (15 
lbs.) : cystic right ovary : 
uterine fibroids 


Large left ovarian cyst: 
smaller right : small fibroids 
in uterus 


Double ovarian carcinoma: 
hydroperitoneum 


Large left intraligamentary 
ovarian cyst with grumous 
contents : right cystic 
ovary : uterine fibroids 


Large right ovarian cyst with 
intra-cystic hemorrhage : 
left cystic ovary: multiple 
small fibroids 


Large left ovarian multilocular 
cyst: extensive adhesions, 
multiple fibroids, flattened 
over cyst 


| 
| 


| 
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General Health. 


Local Conditions. 


¥ 





Not very good: has 
headaches: “much 
better than before” 


Very good: “much 


better ” 


Indifferent : has indi- 
gestion: “worse in 
myself at times ” 


Very good 


“Very good indeed” 


“Very good: much 


better ” 


Uterus absent : vagina 
normal 


Normal stump of 
cervix : vagina normal 


Normal stump of 
cervix : vagina normal 


Not examined 


Normal small stump of 
cervix : vagina normal 


Vagina atrophic : nor- 
mal small stump of 
cervix 





Patient died of recurrence, May 12th, 1909. 


“Very good indeed : I 
feel perfectly well” 


“Very well: as well 
as before operation : 
was not ill before” 


Good, but still rather 
weak: much better 
altogether than before 


Normal small stump of 
cervix : vagina normal 


Normal small stump of 
cervix : vagina normal 





of vagina 





Small atrophic stump of 
cervix : some atrophy 


Spinster. Depressed sometimes 


Has normal feelings and desire. 
Cheerful 


No difference in marital rela- 
tions. Gets depressed 


Cheerful 


Cheerful. Spinster 


Menopause 8 years before opera- 
tion. Marital rélations un- 
altered. Cheerful 





Cheerful. Spinster 


Desire and feeling never much 
developed, but both diminished 
since operation. Cheerful 


Menopause in 1903. Cheerful. 


widow 
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Wound, 





TABLE N. 
| Initials. 
£,° Age. Date. Place. Doctor. Operation Notes. 
87] Gs. 
1| BG. 1900 | C. H. W. — Uterine fibroids 
36 Sept. 10 
Ss 
2; M.S 1901 P. W. H.|Dr. J. Cater Multiple fibroids and diseased 
48 Jan. 15 Dr. R. B. appendages 
M Marjoribanks 
3 |M.A.D.| Mar. 5 Do. _ Multiple fibroids and diseased 
51 appendages 
S 
4; LI April 1 | C. H. W. _ Uterine fibroid and diseased 
5l appendages 
M 
5| R.R. | July2 | P. W. H.|Dr. W. Murison Large uterine fibroid and 
43 diseased appendages 
M 
6| A.C ; . 
41 1903 Do. _ Uterine fibroid: double ad- 
M Nov. 19 herent hydrosalpinx 
7 1904 Do. Dr. J. MacVine Multiple uterine fibroids 
40 Jan. 14 
M 
8| M. B. | Mar. 3 Do. Dr. A. Bowie Uterine fibroids 
43 
M 
9| A.N. | Mar. 10 Do. |Dr.H. Alexander | Uterine fibroid: cystic 
40 ovaries 
M 
10 | E.J.B.| July 17 Loe Dr. H. Lloyd Patch | Uterine fibroid 
49 
M 
11] A.L. | Nov. 10 | P. W.H. |Dr. J. Thomarson | Uterine fibroids: right 
45 ovarian hematocyst with 
S twisted pedicle, adherent in 
pouch of Douglas 
12] S. B. Dec. 8 Do. |Dr. T. Gurney Uterine fibroid 
36 
M 
13} (CLP 1905 C. HW. —_— Multiple fibroids 
53. | April 10 
M 
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General Health. 


ood: better 
KVery good: much 
better” 


Good till 3 months ago 


‘I feel 10 years 
younger and much 
better ” 


Very good till her 
illness 2 years ago 


“Very good: better 
than I have known 
for years 


woman—10 years 
younger ” 


flushes and palpita- 
tion: better 


and life was a misery” 


bladder 


operation 


Very good: “very 
much better: could| cervix : vaginanormal 
not walk at all before, 


Very good till lately : d 
now there is trouble| cervix: a : 
with bowels and| able swelling is felt 


Local Conditions. 





Normal stump of 
cervix : vagina normal 


Very small stump 
of cervix: vagina 
atrophic 


Normal stump of 
cervix : vagina normal 


Normal stump of 
cervix : vagina normal 


Normal stump of 
cervix : vaginanormal 


“I feel a different| Normal stump of 


cervix : vagina atro- 
phying 


Very good except for| Normal stump of 


cervix : some atrophy 
of vagina 


“Very well”: better,| Normal stump of 
but feels tired sooner| cervix : vaginanormal 


Normal stump of 


Very good : better: has| Normal stump of 
had a very busy year| cervix : vaginanormal 


Normal stump of 
a consider- 


in pelvis: vagina 
short 


Never feels well : does| Normal cervical stump 
not get strong : about | which bleeds rather 
the same as_ before — vagina nor- 


mal 





Remarks. Date. 
Menstruated once after opera-| June 27, 
tion. Married in Jan. 1902;} 1904 
has normal feelings but no 
desire. Cheerful 
Usually cheerful Mar. 19, 

1908 
Spinster. Cheerful: “no one} Oct. 25, 
has been more lively” 1909 
The operation has not unsexed} Jan. 8, 
her: desire and feeling are if} 1903 
anything more than before. 
Cheerful 
Marital relations unaltered.| Feb. 25, 
Cheerful. Two years ago had 1908 
an operation for intestinal 
obstruction. 
Both desire and feeling lost| Dee. 14, 
since operation. Cheerful 1909 
Feeling and desire diminished.| Jan. 15, 
Is very nervous and depressed 1906 
Never much desire nor feeling,| July 5, 
but even less since operation. 1909 
Cheerful 
Marital relations unaltered.| July 2, 
Cheerful 1907 
“No difference in feelings”| Nov. 1, 
Cheerful 1906 
Spinster. Cheerful Nov. 10, 

1905 
Marital relations unaltered.| June 2, 
Cheerful. June 1909, operation : 1909 
carcinoma of sigmoid and 
bladder: inoperable 
A show every few weeks since} May 9, 
operation. Marital relations 19U6 


unaltered. Gets irritable and 
depressed 














a 
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Serial 
No. 


Initials. 




















Age. Date. Place. Doctor. 
CS. 
14) K. K. 1905 C. H, W. — 
49 April 24, 
Ss 
15| S.S. May 1 P: Dr. Steel 
40 
Ss 
16} E. B. Oct.2 | C. H.W. oe 
38 
Ss 
17 | EG. Oct. 6 P. Dr. K. Frazer 
37 
Ss 
1s | A. H. 1906 C. H. W. | Dr. Angell James 
45 Feb. 19 
M 
19] A. P. | Mar. 15 | P. W.H. |Dr. J. W. Hunt 
36 
S 
20} S. R. | Mar. 29 Do. Dr. G. Greenwood 
47 
M 
21) K. B. | April 21 2. Dr. J. W. Hunt 
48 
S 
22| A. H. | May 21 |C. H. W.|Dr. G. Q. Lennane 
46 
WwW 
23 | M. L. | June 14 | P. W, H. |Dr. Angus Hunt 
49 
S 
24) J.B. July 2 | C. H. W. _ 
50 | 
M | 
25 1 At. Aug. 2 | P. W. H. |Dr. D. Petty 
37 
S | 
| 
26 | C., W. | Oct. 18 | Do. | Dr. R. Lyon 
57 
M | 
| 








Operation Notes. 





Uterine fibroids, especially of 
cervix 


Uterine fibroids : left ovarian 
tumour 


Uterine fibroid : cystic ovaries 


Suppurating right carcino- 
matous ovarian cyst : double 
salpingitis : uterine fibroids 


Uterine fibroids : both ovaries 
cystic: varicose veins and 
dilated lymphatics in broad 
ligaments 


Panhysterectomy for uterine 
fibroids 


Multiple uterine fibroids : 
double hydrosalpinx 


Uterine fibroids (large fibroid 
in anterior wall, commencing 
cystic degeneration) : both 
ovaries rather cystic 


Uterine fibroids : 
appendages : 
bowel 


diseased 
adhesions to 


Uterine fibroids : right cystic 
ovary 


Uterine fibroids 


Panhysterectomy for large 


uterine fibroids: double 
ovarian cyst: dense ad- 
hesions 

Multiple fibroids: both 


ovaries and part of tubes 
absent 


Keloid 
below 
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—— eee 
Won General Health. | Local Conditions. Remarks. Date. 
SS 
— [Very good indeed:a| Normal stump  of|Cheerful. Spinster April 23, 
lot better :” can run| cervix : vaginanormal 1906 
up and down stairs | 
— [Patient developed tumours in both iliac fossa, and in lower end of scar. 
Operations on May 7th and October 31st, 1906. Patient died on March 11th, 
1907. 
— [Good: much better | Normal stump of|Spinster. Cheerful July 12, 
cervix : vagina normal 1907 
— Good: much better:| Normal stump of|Spinster. Cheerful Oct. 2, 
has gained over a} cervix : vaginanormal 1906 
stone in weight 
— [Very good: much| Normal stump _ of| Marital relations unaltered.| Oct. 23, 
better ” cervix : vagina shows| “Always cheerful” 1907 
some atrophy 
§, A. [Very good: a thous-| No cervix: smooth|Spinster. Cheerful Feb. 25, 
and times better” vaginal vault 1908 
:| $, A. “Fair except for indi-| Normal small stump of| Marital relations normal and} June 11, 
gestion: better in| cervix: sound }inch:| unaltered. Usually cheerful,| 1908 
many ways” vagina normal occasionally depressed 
— [Excellent : very much| Normal stump _ of Cheerful. Spinster. April 21, 
better ” cervix : vagina normal 1907 
— JI am feeling quite | Vaginanormal : normal |Some bleeding almost daily since| Aug. 20, 
myself again” stump of cervix: os| operation. Widow. Usually! 1907 
small: nothing to| cheerful 
account for bleeding 
— [Very good : decidedly} Hymen intacta: P.R.|Spinster. Cheerful June 14, 
better ” nothing felt in pelvis, 1907 
not even stump of 
cervix 
— Good, but rather weak :| Very small stump of| Menopause 2 years before opera- July 4, 
tter cervix: vagina atro-| tion. Dyspareunia, due to the 1907 
phic, conical feeling that the passage has 
; got smaller. Cheerful 
— Very good: much|Cervix absent: vault|Spinster. Gets easily depressed,| June 26, 
better of vagina puckered | especially when alone 1907 
Keloid ff Has not, picked up, Normal stump of|No menstruation since 1890,| Feb. 26, 
below § had influenza, etc.:| cervix: vaginanormal} when double ovariotomy was| 1908 


S 





but “a lot better than 
before operation ” 





————_ 





done at the London Hospital. 
Usually cheerful 
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2 CG} oy Date. Place. Doctor. Operation Notes. Won 
$7) Cs. 
27) G.P. 1906 P. Dr. K. Frazer Panhysterectomy formultiple| — 
45 Nov. 4 uterine fibroids 
28 | B.S. C. H. W. |Dr. S. E. Tench Fibrosis of uterus; double} — 
30 Dee. 31 chronic salpingitis 
M 
29| J.P. Dec. 31 Do. Dr. G. H. Multiple fibroids Keloi 
36 Charlesworth in 
M middl 
‘ part 
30 | E. H. 1907 Do. Dr. Brownlow Uterine fibroids : bothovaries} — 
33 Feb. 11 Martin| cystic: adhesions 
M 
31 | C.M. | May 29 i: Dr. A. Todd-White | Uterine fibroid: double; — 
49 multilocular ovarian tumour 
S (malignant) 
32 | M. W. | Sept. 26 | P. W. H.|Dr. H. F. Staunton | Cervix fibroid : both ovaries| 5. A 
32 cystic 
M 
33 | M. A. | Oct.14 |C, H. W.|Dr.J.D. Windle | Uterine fibroids, partly in| — 
45 right broad ligament : both 
S ovaries cystic 
$4} A.T. | Oct. 24 | P. W. H. — Uterine fibroid : cysticovaries| — 
33 
M 
35 | A.N. | Oct. 29 rE. Dr. J. W. Hunt Double salpingitis: small] — 
44 fibroids in uterus: dense 
M and numerous adhesions 
36} R.L. 1908 Do. |Dr. Gurney Uterine fibroids: double |10f ins 
42 Jan. 19 Thompson} ovarian tumour 
S 
37 | E.S. | Jan. 22 Do. Dr. R. M. Leslie Uterine fibroids: double; — 
45 pyosalpinx 
M 
38 | M.L. | Feb. 3 |C. H. W.|Dr.C.J. Harrison | Multiple uterine fibroids,| S: 4 
46 especially a large peduncu- 
S lated one: both ovaries 
cystic 
39 | G.T. | May 4 Do. Dr. A.G.T. Hanks | Panhysterectomy for large} — 
40 cervix fibroid: varicose 
M veins in both broad liga- 
ments 
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i] 
General Health, Local Conditions. Remarks, Date. 
i | 
“Very good: much| Cervix absent: sound|Cheerful. Stone in bladder re-| Nov. 27, 
better”: some heema-| scar across vaginal] moved, Feb. 1908. | 1907 
turia vault : stone in blad- 
der 
Mar. 3, 
Poor: has lost nerve| Small normal stump of|Widow. Depressed 1908 
and energy: better) cervix : vaginanormal 
than before operation 
“Very good: better” | Normal stump of|Marital relations unaltered.| Mar. 6, 
| cervix : vaginanormal| Cheerful 1908 
“Good : decidedly bet-| Normal stump  of|Desire and feeling rather| April 11, 
ter” cervix : vaginanormal| diminished. Depressed owing 1908 
to worry of husband’s illness 
Patient developed extensive recurrent growths in the abdomen, and died 
Jan. 7th, 1909 
Moderate: tendency| Small normal stump|Never had much desire or ~~. 17, 
to faint: acropares-| of cervix: vaginal! feeling, but none since opera- 908 
thesia: better than| atrophy tion. Cheerful 
before operation 
Poor, has dyspepsia :|Small normal stump|Spinster. Cheerful Oct. 27, 
better than before) of cervix: vagina 1908 
operation : gets about} normal 
better 
Fairly good: getting} Normal stump of | Usually cheerful Nov. 5, 
stronger in every| cervix : vaginanormal 1908 
respect, 
‘Very good : decidedly| Normal stump of| Marital relations _unaltered.| Oct. 23, 
better ” cervix : vaginanormal| “Constant fight against depres-} 1909 
sion, but getting the better of 
it »” 
Stillweak, but at times| Normal stump of | Spinster. Was always depressed | Oct. 21, 
wonderfully well* cervix : vaginanormal| before operation, but is cheerful] 1909 
since 
“Pretty well : but} Normal small stump] Marital relations _unaltered.} June 28, 
rather better ” of cervix: marked} Usually cheerful. 1909 
atrophy of vagina 
Very good: “T feel] Normal small stump|Spinster. Cheerful Oct. 21, 
quite different ” of cervix: vagina 1909 
normal 
Fairly good: easily | Cervix absent : smooth| Normal feeling and desire, un-| Oct. 22, 
tired: better than| seam across vault affected by the operation.| 1909 
before Cheerful 


‘February, 1910. Patient 
us now developed enlarged 
lands simulating Hodgkins’ 
pisease, but showing Carci- 
oma on section 
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| Initials, 
te Age. Date. Place. Doctor. Operation Notes. Wound, ‘ 
$7! Os. 
40 |G. E.J. 1908 P; Dr. J. Wallace Multiple fibroids (3 intra-} — “Ver 
43 July 15 Dr. H. J. Thornton | uterine): left ovary large quit 
M and flabby, very large veins wha 
in both broad ligaments 
41| F.C. | Oct. 29 |P.W.H./Dr. R. B. Uterine fibroid: marked} — “Ver 
61 Marjoribanks| dilatation of lymphatics in full 
M broad ligaments 
42| K. F Nov. 16 | C.H. W. | Dr. H. Lloyd Patch] Uterine fibroids: scar hernia) — “Ver 
40 (appendages previously re- bett 
M moved for acute double 
pyosalpinx) 
43) FS. 1909 P, Dr. E. Gordon Hull | Uterine fibroids: extensive] — Very 
50 Jan. 16 adhesions “ne 
M ter : 
44| J.P. | Mar.1 |C. H. W.!/ Dr. R. Bluett Uterine fibroids: large right} — “Ver 
40 pyosalpinx : left salpingitis than 
M yeat 
45 | H.S. | April 21 P. Dr. A. L. Marshall | Panhysterectomy for large] — B«ve 
35 sloughing and septic intra- bett 
M uterine fibroid: inflamma- 
tory thickening along 
proximal parts of both 
tubes 
46 | G, M. | April 23 | P. W.H.|pr. Rachel Multiple fibroids: double} — “Ver 
- Mackenzie | salpingitis hett 
47 | G.T. | April 26 | C. H. W. _— Uterine fibroids, with necrotic} — [Good 
34 softening: double cystic weal 
M ovaries bett 
48 | E.S. May 21 =. Dr. R. Murray Very large multiple fibroids : |8" long B« Ver 
47 Leslie | cedematous ovaries lifted up than 
M on tumour year 
49| E. V. | June3 | P. W.H. |Dr. C. E. Hutt Large uterine fibroid: left} — [Ver 
44 pyosalpinx and suppurating muc! 
M ovarian cyst the 
can v 
50 | E.C. | June 28 | C. H. W. | Dr. J. Buchanan Uterine fibroid: double} — Good. 
42 hydrosalpinx not 
Ww 
51} E.L. | July 9 P. Dr. H. Distin Uterine fibroids: right} — [Very 
44 ovarian cyst: left cystic weal 
Ww ovary : chronic appendicitis ter 
52} G.T. | July 30 it Dr. W. B. Nelson | Panhysterectomy forfibroids:| — [Ver 
43 Dr. Edward Horne | both appendages inflamed bette 
M. and adherent in ey 
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fully better ” 


better” 


years” 


better 


better ” 


better ” 


years” 


ter 


General Health. Local Conditions. Remarks. Date. 
“Very well indeed:| Normal stump of} Marital relations _unaltered.| Oct. 21, 
quite different from| cervix : vaginanormal! Cheerful 1909 
what I was before ” 

“Very good: wonder-; Normal stump  of|Menopause before operation.| Jan. 18, 
cervix : vagina small | Widow. Cheerful - 1910 

“Very good indeed:| Normal stump of| Menstruation ceased before 2nd| Dee. 16. 
cervix : vagina atro-| operation. Feeling and desire! 1909 
phying less after lst operation. Cheerful 

Very good, except for) Normal stump of Desire and feeling just the same.| Jan, 18, 

“nerves” : much bet-| cervix : vaginanormal| Cheerful 1910 

ter: can walk 3 miles 

“Very well: better Normal stump of|“As much desire as ever.” Feb. 2, 

than for a good many} cervix: vagina small | Cheerful 1910 

“Very good indeed” :| Fragment of stump of| Not the slightest difference in| Jan. 21, 
cervix : vaginanormal| marital relations. Cheerful 1910 

“Very good: much Normal stump of} Marital relations normal, un-| Jan. 20, 
cervix : vaginanormal| altered. Cheerful 1910 

Good: still a little] Small normal stump|Has the same desire and satis-| Jan. 17, 

weak :“ever so much| of cervix: vaginal} faction as before operation; 1910 
introitus narrow dyspareunia. Cheerful 

“Very well: better] Very small normal Marital relations _unaltered.| Dee. 10, 

than T have been for} stump of cervix:! Cheerful 1909 
vagina normal 

“Very good indeed:| Normal small stump| Both desire and feeling have| Jan. 13, 

much better, not like} of cervix: vagina} been less. Cheerful 1910 

the same woman: TI} normal 

can walk 7 or 8 miles” 

Good, but weak: did| Normal small stump|Widow. Cheerful usually Jan. 14, 

not feel bad before of cervix: vagina 1910 
normal 

Very good, but still] Normal stump of! Widow. Cheerful Jan. 19, 

weak : decidedly bet-; cervix : vagina normal 1910 

‘Very good: much| Vaginal surface of | Cheerful Jan. 7, 

better and stronger| cervix alone present : 1910 


in every way” 


vagina normal, 
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TABLE 0. 
gz .| Initials, 
to Age. Date. Place. Doctor. Operation Notes. 
27) Cs. 
a | 
1| E.P. 1905 | P. W. H.|Dr. Alex. Scott Double pyosalpinx 
37 Mar. 16 
M 
2| M.M.| Nov. 13 | C. H. W.| Dr. P. R. Dodwell |Double pyosalpinx 
33 
Ss 
3|\ A. H. 1907 Do. Dr. J. G. Double pyosalpinx and left 
38 April 2 Duncanson| suppurating ovarian cyst 
M 
4| M.S. | Sept. 16 Do. — Large left pyosalpinx : right 
22 ovarian cyst 
M 
5 | R.B. | Nov. 14 | P. W. H. | Dr. L. Gordon Double pyosalpinx: minute 
30 fibroids in uterus: dense 
M bowel adhesions 
6| C.M. | Nov, 21 Do, Dr. Gurney Double pyosalpinx and fibro- 
36 Thompson] tic uterus: concretion in ap- 
S pendix 
a1 Meda 1908 Do. — Double pyosalpinx 
22 Jan. 30 
M 
8| B.D. | Feb. 14 Do. Dr. Gurney Double pyosalpinx and large 
39 Thompson| suppurating right ovarian 
M cyst 
9] E.C. | Mar. 30 | C. H. W. = Cystic remains of left ovary 
27 adherent to sigmoid and 
M uterus: previous operations 
for removal of appendages 
10| S.L. | Mar. 30 Do. Dr. W. L. Cumming} Double pyosalpinx and sup- 
44 purating left ovarian cyst 
M adherent to the uterus 
11} L.F. | April 30 | P. W. H. — Double pyosalpinx 
M 
12| F.O. | July 30 Do. — Left tubo-ovarian abscess, 
24 adherent to uterus: right 
M salpingitis 
13 | E.T. | Oct. 1 Do. Dr. D. McAskie | Double pyosalpinx 
26 
M 
14] E. W. | Oct, 22 Do. Dr. J. F. Paul | Double pyosalpinx 
33 | 
M | | 
| | 
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General Health. 


Local Conditions. 


Remarks. 





Very good: much 
better 


“Very well indeed : 
much better ” 


Good: “a good deal 
better ” 


Has felt very well at 
times: better 


Very good at times: 
“a lot better” 


“Wonderfully well: a 
different. creature ” 


Good : “a lot better” 


“Very well indeed : 
much better” 


Very good 


“Very good: much 
better ” 


“Very good: a lot 
better: much better 
than for years” 


Good except for head- 
aches : “much better” 


Very good except for 
weakness and head- 
aches : ever so much 
better 


Fairly good: much 
better 


Normal stump of 
cervix : vagina short 


Normal small stump 
of cervix: vagina 
small 


Normal stump of 
cervix : vagina normal 


Not examined 


Normal stump of 
cervix : vagina normal 


Normal stump of 
cervix : vagina normal 


Normal stump of 
cervix : vaginanormal 


Small normal stump of 
cervix : vagina partly 
atrophic 


Normal stump of 
cervix : vagina normal 


Normal stump of cer- 
vix : Sound 14 inch: 
vagina normal 


Normal stump of 
cervix : vagina normal 


Normal stump of cer- 
vix : vaginal atrophy 


Normal stump of cer- 
vix : vaginal atrophy 


Small'stump of cervix : 
vagina short 








Normal feelings, unaltered by 
operation. Depressed when 
rheumatic pains come on 


Spinster. Cheerful 


Marital relations unaltered. 
Cheerful 


Desire and feeling are exactly 
as before. Depressed by 
worries 


Normal desire and feeling, 
unaltered by operation. 
Usually cheerful 


Spinster. Cheerful 


Never much feeling or desire, 


but none since operation. 
Cheerful 


Never much desire: feeling 
is less since operation. 
always cheerful 


Does not feel passionate 
quite so often, but when the 
mood is on she has as strong 
feelings as ever. Cheerful 


Normal feeling and desire, 
unaffected by the operation. 
Cheerful 


Normal feeling and desire 
unaltered. Cheerful 


Has neither desire nor feel- 
ing. Was more cheerful till 
a month ago 


Marital relations unaltered. 
Cheerful 


Marital relations normal, 
unaltered. Cheerful 








Mar. 15, 
1906 


Oct. 15, 
1907 


Apr. 2, 
1908 


Sept. 10, 
1908 
Nov. 15, 
1909 
April 24, 
1909 


Jan. 21, 
1909 


Feb, 24, 
1910 


Mar. 13, 
1909 


Feb. 4, 
1910 
Nov. 15, 
1909 


May 25, 
1909 


Nov. 22, 
1909 


June 17, 
1909 
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Initials. 


Age. 
C.S. 
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E. P. 
43 
M 








C. H. W. 





Dr. G. P. Chappel 


Dr. R. B. 
Marjoribanks 


Double salpingitis and retro- 
version with dense adhesions 


Right salpingitis: —_retro- 
version with fixation : 
absence of left tube: small 
cystic left ovary: many 
dense adhesions 


Small fibroid on uterus: 
large right  tubo-ovarian 
abscess : left ovarian cyst 





Double pyosalpinx : left tubo- 


ovarian abscess 








| 
| 
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General Health. 


Local Conditions. 





“Very good: better 
than I have been for 


Poor : tuberculous his- 
tory : “better in many 
ways” 


Some days good : alot 
better than for 2 years 
hefore the operation 


“Very well indeed : 
ever so much better” 


Normal stump of 
cervix : vaginanormal 


Normal small stump 
of cervix: vagina 
tender, but normal 


Normal stump of 
cervix : vagina normal 


Normal small stump 
of cervix: vagina 
normal 








Remarks, 


Feeling and desire are just 
the same as before operation. 
Cheerful 


Feeling and desire unaltered, 
but there is dyspareunia. 
Cheerful 


Normal feelings and desire. 
Cheerful 


Spinster. Cheerful 








Journal of Obstetrics and Gynecology 


TABLE P. 





Age. 
C.S. 


Initials. 


Operation Notes. 





CSE. 








Sept. 10 


Sept. 24 


Sept. 24 


1909 
Mar. 15 


June 28 


July 17 








. Lockhart 


Downes 


. Townsend 
Barker 


. Angus Hunt 


. W. P. Warren 


. Gordon Leslie 


. H. J. Clark 


Dr. J. Shaw 


Dr. H. B. Walker 


Carcinoma of cervix : fibrosis 
of uterus 


Carcinoma body of uterus 


Carcinoma of cervix 


Wertheim’s operation for 
carcinoma of cervix 


Wertheim’s operation for 
carcinoma of cervix : uterine. 
fibroids: salpingitis with 
adhesions 


Wertheim’s operation for 
carcinoma of cervix per- 
forating anterior wall : gland 
on right iliac vessels 


Malignant adenoma (adeno- 
carcinoma) of uterus 


Wertheim’s operation for 
carcinoma of cervix 


Wertheim’s operation for 
carcinoma of cervix ex- 
tending up on right side 


Wertheim’s operation for 
carcinoma of cervix (pre- 
vious double ovariotomy, in 
1901) 


Wertheim’s operation for 
carcinoma of cervix (pre- 
vious left ovariotomy) 
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General Health. Local Conditions. | Remarks. 








Patient died of recurrence about the base of the bladder a year after the 
operation. 


Good except for weak-| Small normal shell of| Marital relations unaltered, 
ness: better than| cervix: no effusion except for dyspareunia. 
before Cheerful 


Fairly good: had|Smooth vaginal vault:) Marital relations not resumed. 
sciatica after influ-| no recurrence Usually depressed 
enza: “much better” 





Very good, but soon|Smooth vaginal vault :| Just the same desire and 
tired : better than for} no recurrence feeling as before operation. 
the last two years no dyspareunia. Cheerful 


Perfectly well till 3| Smooth vaginal vault:| The same desire and feelings 
months ago: since| vagina short: no re-| as before. Was cheerful : 
then pain in chest,} currence: no growth| depressed lately 

loss of flesh and| in abdomen 
hematemesis 





Patient died of recurrence, May Ist, 1909. 


“Very good indeed :| Vagina short: smooth| Menopause before operation. 
very much better” vault : no recurrence Spinster. Cheerful 


“Very good: much} Vagina short: smooth| Normal desire and feelings, 
better ” vault : no recurrence unaltered. Cheerful 


“Very good indeed : aj Vagina short: smooth| Menopause before operation. 
lot. better ” vault : no recurrence Widow. Cheerful 


“Very good : felt quite} Vagina short: smooth} Has been worried by financial 
well before ” vault : no recurrence difficulties and by the know- 
ledge that she had carcinoma 


“Very good: very| Vagina short: smooth} Menopause before operation. 
much better ” vault : no recurrence Marital relations exactly the 
same as before. Depressed 
at times, but less than 
before operation 
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The Ureter in Cancer of the Cervix Uteri,* 


By Arcuipatp Lerrcu, M.B., 
Pathologist to the Caird Cancer Research Laboratory, Dundee. 


WuEeEn the uterus is the seat of cancer the ureter may be said to pass 
through a danger zone in its course through the broad ligament. Its 
proximity to the lower part of the uterus and the upper part of the 
vagina makes it particularly liable to be affected when the malignant 
disease passes beyond the confines of the organ. ‘The lymph vessels 
that come from the lower part of the uterus and from the vagina, 
anastomosing with each other and with those coming from the fundus, 
surround the ureter as they make their way to the lateral walls of the 
pelvis. Though for convenience of anatomical description it is usual 
to classify separately the efferent lymphatics of the fundus and 
cervix, yet the division is arbitrary and the two sets are intimately 
associated. In the parametrium, close to the ureter, there is what 
some have described as a lymph gland, often seen affected in cancer 
of the uterus. Poirier, Delamare and Cuneo! insist that it is a 
junction of several lymph channels—the juxta-cervical knot. At 
any rate, it is a focus where the spreading cancer is apt to congregate 
to form a perceptible nodule. The operative treatment in cancer in 
general is a part of lymphatic surgery, and in dealing with cancer 
of the uterus attention should be directed to the proximity of these 
vessels to the ureter in the parametrium. 

That the ureter is often affected we can demonstrate roughly in 
two ways—first, by post mortem examination, and, second, by 
clinical evidence. Involvement of the ureters, shown by dilatation, 
hydronephrosis and all its sequele, is, in fact, by far the most 
common post mortem finding. We are rather surprised if we do not 
meet with it in any case. One’s own experience may perhaps bias a 
calculation. But from an examination of the post mortem records 
of 915 cases dying at the Middlesex Hospital, and investigated by 
several pathologists, I found that dilatation of the ureters occurred 
in 75 per cent.2, MacCormac, in a supplementary paper® dealing 
with the autopsies of five subsequent years, estimated it at 73 per 
cent. Thus in three-quarters of the number of all cases dilatation of 
the ureters is sufficiently marked as to merit record. I think this 
may be an understatement; slight degrees of dilatation would 
probably be unrecorded. It is generally considered that if one ureter 
only be affected the kidney on the opposite side will go on functioning 
with but little loss to the economy. And, actually, we frequently 


* Read to the Glasgow Obstetrical and Gynecological Society, February 23, 1910. 
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find, on post mortem examination, that, while the kidney on the 
side of the dilated ureter has atrophied to a considerable extent, 
the other kidney shows compensatory hypertrophy. But that is not 
the whole story. Even with unilateral hyroureter it is exceedingly 
rare to find the other kidney in a normal condition, apart from 
the hypertrophy. It exhibits all sorts of conditions. Nefedieft ¢ 
showed that when one ureter in rabbits was ligated a toxin was 
elaborated which produced nephritis of the unaffected kidney as well, 
and that when the serum of such an animal was injected into a 
normal rabbit it produced nephritis with albuminuria. The changes 
in the kidney in cancer of the uterus are probably the expressions of 
this nephrotoxin. The clinical evidence of ureteral involvement is 
the uremic condition that causes death; and death from uremia is 
very common indeed, 

The obstruction to the ureter is always found in the parametrium. 
Is the stricture of the lumen of the ureter extrinsic or intrinsic? 
I mean, is it due merely to some contracting influence around the 
ureter, or is it due to a distending growth within its wall? The 
general opinion seems to be that it is due to cancerous invasion of 
the surrounding tissue with consequent fibrous contraction, the 
ureteral wal] itself escaping invasion. Such a condition does 
actually occur; how frequently I am unable to determine. I have 
also seen dilatation of the ureter above a stricture with no evidence 
of growth in the immediate neighbourhood. That may be due to a 
chronic inflammatory process following septic absorption from the 
ulcerating surface of the primary growth or to a fibrosis accompany- 
ing the permeating cancer, a reparative fibrosis, as Sampson Handley 5 
contends, that kills off and leaves no trace of the cancer cells. 
Comyns Berkeley and Victor Bonney,® in a paper on Wertheim’s - 
operation, say that “it is remarkable how resistant the ureteral 
sheath is to carcinomatous invasion, even when this structure is 
surrounded by growth.” And, to judge from current practice, this 
immunity of the ureter is generally accepted, or at least unquestioned. 
The position these authors take up is that the ureter is highly 
resistant to direct infection and also to permeation because of its 
separate lymphatic system. I do not agree with these opinions. In 
the first place, what of the resistant sheath? The ureteral sheath is 
an anatomical fiction. In the parametrium there may be said to be 
a covering but no sheath. The connective-tissue strands in the 
outermost part of the ureteral wall blend with those of the para- 
metrium. Around the ureter the tissue is of an open texture, 
offering, in fact, a very favourable structure for the spread of cancer 
cells. In this loose tissue the ureter has a certain amount of play, 
but it cannot be dissected away from the parametrium without leaving 
ragged strands adhering to its wall. In this loose tissue run the 
blood-vessels, forming a rich plexus that supplies the wall. In the 
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second place, the ureter is liable—in my opinion very liable—to be 
invaded by surrounding growth. Déderlein and Kroénig give an 
illustration of a ureter which is very much invaded indeed from the 
parametrium. It is an operative specimen. The microscopic 
examination of the constricted portions of ureters found post mortem 
will show that there is often definite invasion. Recently I examined 
the wall of a dilated ureter which showed an intramural involvement 
for almost 4 centimetres; the invading cancer could be traced from 
its site of entrance along through the wall to a point where it broke 
through the mucous membrane and entered the lumen. Quite apart 
from cases where there is visible dilatation of the ureter the ureteral 
wall may be invaded. Fig. 1 shows a part of a section of a ureter 
which, on naked eye examination, gave no hint of invasion. In this 
particular instance the ureter seemed fairly free in the parametrium, 
and I feel sure that if an operation had been attempted the ureter 
could have been dissected out without any difficulty; and yet the 
microscope shows extreme infiltration. Mackenrodt,’ who estimates 
the frequency of involvement of the ureter at 1} per cent. of cases, 
holds that the invasion can be recognized during operation. I know 
of no means whereby the ureter can be pronounced invaded or free 
except by prolonged microscopic examination. No one would attempt 
to say whether a tissue is free of cancer or not by palpation, and any 
estimate built on such opinion must be far short of the actuality. 
When there is a dilatation of the ureter there is evidence that the 
wall may be invaded, but in the absence of this sign only a laborious 
investigation of many cases by serial section could give us any 
indication as to the frequency of involvement. Would such an 
investigation be worth the trouble? The demonstration of a few 
cases of ureteral invasion without dilatation is quite sufficient to 
emphasize the point that when the parametrium is affected there is a 
danger of operative measures having their aim defeated if the 
parametrial portion of the ureter is left behind untouched. 

The third point is the relation of the ureteral lymphatics to those 
of the parametrium. The continuity between them is denied. I am 
unaware of any anatomical work on the point; in fact, practically 
nothing has been done in working out the lymphatics of the ureter. 
In Bartels’ recent text-book ® there is a reference to the course of 
lymph vessels in the wall, but nothing is said regarding their 
continuity or otherwise with extramural channels. Whether this 
continuity exists or not is not of much practical importance. I have 
endeavoured to find evidence of lymphatic permeation of the ureter 
in cancer, but there are many practical difficulties in the way. 
Figs. 2 and 3 show a small cluster of cancer cells in a well-defined 
lymphatic vessel a little external to the submucous layer of the 
ureter, and the remainder of the wall perfectly free. The operation 
was performed by my colleague, Dr. R. C. Buist, and a portion of 














Fic. I.—Portion of wall of ureter in advanced case of cancer of 
cervix with involvement of parametrium (P.M. case). 


There was 
no naked eye evidence of invasion. 
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Fic. I1.—Projection drawing of ureter and surrounding para- 
metrium in a case of cancer of cervix uteri (operation specimen). 
A, B, C, are three tracts of cancer invading the parametrium and 
following the principal lymphatic paths. The ureter is free except 
for a permeated lymphatic ache by broken line, 









































Fig. TIL.-—High power projection drawing of portion of the ureter wall shown in Fig. IT. 
Shows part of the mucous membrane of the ureter and a small mass of cancer cells in a 
lymphatic vessel. 
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the ureter on the right side, though it might, without very much 
difficulty, have been dissected free, was removed along with the 
affected parametrial tissue. A large number of serial sections were 
taken from a part of this ureter and its surroundings, and a con- 
tinuous lymphatic plug of epithelial cells was traced gradually 
approaching the lumen and then ceasing, but the series did not 
reveal the point-of entrance. The observation, therefore, does not 
prove conclusively that the cells entered the wall in a lymph vessel. 
It may have happened that the neighbouring masses invaded the wall 
by direct extension, beyond the point at which the series commenced, 
and burst into a lymphatic vessel proper to the ureter; but for all 
practical purposes it does not matter whether the cells gained access 
to the wall in a definite pre-existing channel or by invasion through 
the loose tissue around the ureter. What is of importance to 
recognize is that, supposing the ureter to have been dissected out as 
cleanly as some imagine possible, the ends of an otherwise perfect 
operation would have been defeated. In a septic process a few 
bacteria could be left with impunity for the natural defences of the 
body to overcome. In malignant disease, on the other hand, a few 
cells left behind would suffice for recurrence. Handley, it is true, 
holds that the body can sometimes deal successfully with cancer cells, 
killing them off by a natural reparative process, but this process is 
always too late; the growth outstrips it, and it is highly probable that 
the cells crushed out by fibrosis are dead already before the process 
starts. 

The vascular supply of the ureters has an important bearing on 
the operative treatment. As Feitel ° and Sampson !° have shown, the 
arterial supply is a rich one, branches being derived from the aorta 
immediately above the renals, from the renals, the ovarians, the aorta 
above the bifurcation, the common iliac on the left side, the internal 
iliac on the right side, the uterines and the vesicals. These branches 
anastomose in an open network around the ureter, and from this net- 
work the arterioles pierce the walls. Whether these intramural vessels 
anastomose in turn has not been determined. Ifthe ureters are cut and 
reimplanted in the bladder—as the pathological observations would 
indicate—there is abundance of blood supply assured for proper 
healing. If, on the other hand, the ureters are dissected from their 
surroundings in the parametrium two dangers are at once evident. 
The minor danger is ureteral necrosis due to the stripping off of the 
vascular plexus, and this actually occurs by no means infrequently, 
even in Wertheim’s hands.'!! The major danger is the risk of leaving 
attached to the dissected ureter cancer-bearing lymph vessels or tissue 
infiltrated with cancer cells. In such cases a recurrence could not 
clearly be traced to its real origin. It may be objected that the 
evidence here adduced as to the danger of ureteral involvement in 
cancer of the uterus is based upon post mortem and advanced operative 











318 Journal of Obstetrics and Gynecology 


cases. These are the only cases a pathologist can investigate, and I 
would urge that it is the terminal pictures that give us an insight 
into the hidden processes occurring during life; they are the evidences 
of dangers which, otherwise undemonstrable, would not be avoided 
by the surgeon. Post mortem records should not be the archives 
of oblivion; the surgical treatment of cancer should not leave to 
chance what reasonable forethought can accomplish. 


Summary. 


1. Involvement of the ureter is the commonest occurrence in 
post mortem examinations of cancer of the uterus. It can be 
demonstrated also in operable cases. 


2. This involvement consists in the production of stricture fre- 
quently (a) by contraction of growth in the surrounding parametrium ; 
(6) by invasion of the ureter wall; and sometimes (c) by fibrosis in 
the parametrium, due either to chronic inflammation or to the 
reaction to cancer cells which have disappeared locally. 


3. The ureteral wall may be invaded by cancer directly from the 
surroundings, the invasion being sometimes evident on naked eye 
examinations, at other times, even when extreme, demonstrable only 
by the microscope. 

4. Lymphatic permeation of the ureter does occur, and the 


lymphatic vessels of the ureter and parametrium probably communi- 
cate. 


5. The nature of the surrounding tissue in the parametrium, the 
open texture, the proximity of the principal lymphatic vessels from 
the uterus, the danger of invasion and the peculiarity of the blood 
supply render resection of the parametrial portion of the ureter 
advisable when the parametrium is invaded. 


In a Sammelbericht (M/onats. f. Geb., 1910, xxxi, 102), which has 
come to hand since the paper was written, Weibel says: “If the 
ureter lies embedded in the carcinomatous parametrium the neoplasm 
often invades its wall. Previous reports have stated that this occurs 
very late and very rarely, and that the wall of the ureter offers an 
energetic resistance to the penetration of the cancer. Offergeld 
(Monats. f. Geb., 1909, xxix, 181) could only find three cases in the 
literature. In a fourth case Krénig found cancer nests in the ureter 
wall. In a fifth case Wertheim has demonstrated cancer in the wall 
of a ureter resected on account of carcinomatous parametrium. 
Déderlein has, in a similar case, rejected the resection and 
implantation of the ureter, and, to make a radical operation, com- 
pletely removed the ureter along with the kidney” (Hegar’s Beitrage, 
1904, ix, 181). The fact that Offergeld’s three cases were all from 
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one klinik suggests the possibility of the rarity being due to the 
want of observation. 
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The Management of the Ureters in Abdominal Pelvic 
Operations.* 


By R. C. Burst, M.A., M.D., 
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Tue history of the ureters in surgery practically begins in the middle of 
the nineteenth century, when Simon, by extending the armamentarium 
of the gynecologist, made their lesions visible. The year 1865, in 
which Semmelweis died, may serve as a landmark. In it Simon 
published, in Scanzoni’s Beitrdge, a further paper on uretero-vaginal 
fistula, whose recognition he had made possible; and in it, too, 
Beatty communicated his paper on what he calls “A rare and hitherto 
unnoticed form of death in Cancer of the Uterus,” illustrating with 
a beautifully coloured plate the tendency of uterine cancer to 
obstruct the ureters, which is the ultimate expression of the 
pathological relation that may be said to be the reason for this paper. 
At this period lesions of the ureter were all of puerperal origin. The 
obstetric operation was too much a thing of terror to be called in 
before the prolongation of labour gave rise to the pressure necroses 
for which it is the prophylactic, and the gynecological operation 
which, by its boldness, was, in its turn, to bring the ureter into 
danger, was not conceived, Though the eternal truth of Semmelweiss’s 
doctrine was slowly carrying conviction, and though Pasteur was at 
work in Paris, the antiseptic system was as yet unparented, and 
without it the obstetric operation was impracticable as prophylactic 
as truly as the gynecological operation was as cause. 

In the early days of major gynecological surgery, when the 
clinical conditions were still all matter for observation, and technic 
a matter for experiment, the ureter was found inadvertently to be 
the subject of injury. When a massive tumour burrowing into the 
broad ligament and disturbing the relations of the parietal structures 
was removed the ureter might be found divided, and when rapidity 
of operation was still urgent, so that tissues were dealt with in mass, 
the ureter was at times included in the clamp or ligature which closed 
the uterine artery or tied off the tissues at the cervix, or if not 
included was so distorted that its lumen was no longer patent or so 
compressed that its necrosis followed. But it is during the last ten 
years, when the gynecologist has been endeavouring to apply to 
cancer of the uterus the lesson taught by the experience of operations 
for cancer of the breast, that the ureter has been found so closely 

* Read to the Glasgow Obstetrical and Gynecological Society, February 23, 1910. 
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associated with the tissues to be removed that it is to-day no 
exaggeration to say that the proper management of the ureter is the 
key to the solution of the surgical problem which determines the 
operability of a case of uterine cancer. 

It would serve no useful purpose to compile statistics of the 
recorded ureteral lesions, but two illustrations of the frequency of 
their occurrence may be given. In Johns Hopkins Hospital, up to 
1902, in 143 operations for cervical cancer, 17 showed unintentional 
injury to a ureter; in 7 post-operative fistula developed, and in 10 
the ureter was clamped, ligatured or cut. In Wertheim’s first series 
of 200 cases, 8 had necrotic ureteral fistula, and 8 other injuries; 
and in the second series of 200 cases, 1v developed fistula, and 3 were 
otherwise injured. The importance of these figures is emphasized 
when we remember that the specific difference of the Wertheim 
operation lies in the deliberate demarcation of the ureter in its 
whole course through the pelvis. The change of incidence in 
Wertheim’s two series is also of interest, inasmuch as it indicates, 
on the one hand, increasing technical skill, and, on the other, by 
the doubled number of necroses, the widening range of the operation. 

The extended range of operation is a matter of great importance. 
The curability of cancer is the product of three factors. The first 
is the proportion of those offering themselves for treatment who can 
be accepted as treatable; in other words, the operability. The second 
is the proportion of those operated on, who survive the primary risk 
of the operation. The third is the proportion of those surviving the 
operation, who remain free from recurrence after a selected interval 
(five years). Operability depends on the readiness with which women 
seek assistance, and is primarily determined by the local folklore of 
cancer and the menopause which prevails in the clientéle of the 
individual clinic; and it is, secondarily, dependent on the skill of the 
individual operator and the method which he favours. Mortality 
and recovery rates are largely affected by the severity and duration of 
the operation, and the final cure rate is determined by the efficiency 
of the operation in getting beyond the cancer limits in the individual 
patient. The operability and the recovery rates may both improve 
with the increasing skill and experience of the operator, but the cure 
rate is a measure of the scheme of operation itself. 

Various efforts have been made to secure the presentation of 
cancer cases in earlier stages of the disease. These have not escaped 
adverse criticism, but it is noteworthy that in clinics where the 
action has been most persistent there has been a distinct increase in 
the proportion of women presenting themselves within a month or 
two of their first symptom. The operability of cases has, however, 
improved much more distinctly since the systematically extended 
abdominal resection has come into competition with vaginal hysterec- 
tomy. The introduction of Schuchardt’s method of paravaginal 
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incision and, even more, Staude’s bilateral vaginal incision, gave 
vaginal hysterectomy a wider range, but even the highest values 
reached by expert surgeons with this method are considerably lower 
than those of the abdominal operation. In theexperience of individual 
surgeons the change to the abdominal operation has been followed 
by the doubling of the rate of operability. Staude, with the double 
vaginal incision and vaginal hysterectomy, has, with 104 operations 
in 156 cases, reached an operability of 72°3 per cent., but with a 
primary mortality of 21 cases; Kronig, with the abdominal method, 
has now reached an operability of 84 per cent., with a mortality of 
3°8 per cent. Wertheim, in his last 158 cases, had an operation 
mortality of 75 per cent. Staude, with 58 cases of five years’ 
standing, had a cure rate of 23 per cent. (Winter). Wertheim, with 
120 cases, had, on the same standard, 247 per cent. Mackenrodt, 
who, with vaginal igni-extirpation, had a primary mortality of 
17 per cent., and a cure rate of 31 per cent., reports, from his 
abdominal operation a primary mortality of 19 per cent., and a cure 
rate of 69 per cent. of the cases operated on, and his operability rate 
is 90 per cent. Recurrence after an interval of five years is rare, and 
as yet few extensive statistics reach this limit. Wertheim, of 
120 cases, had only 58°6 per cent. free from recurrence within five 
years, 1.e€., a cure percentage of 19°16 (Waldstein). Thus, even in 
his hands, the prospect of cure for cancer patients as they present 
themselves is about one in five. In the last ten years cancer of the 
cervix has been removed from the list of incurable diseases, but the 
present results leave much to be desired and striven for. 

The desire to improve the final result has led to systematic inquiry 
into the causes of failure in the individual cases. The tissues 
removed have been examined in serial section, and much information 
as to the mode of spread is now at our disposal. I have left to 
Dr. Leitch the task of describing the pathological evidence, but a few 
practical conclusions must be stated here. It is necessary to remove 
the whole cellular tissue of the parametrium. It is difficult to secure 
the last condition without risk of injuring the ureters. The ureters 
may be inextricably involved in the spreading cancer by contiguity 
and also by lymphatic infection. The question of whether a case in 
which the lumbar glands are enlarged is incurable is still an open 
one. Wertheim reports that three out of his four cases of cancer 
infected glands are recurrence free after five years. If a case is set 
down as incurable it should probably also be regarded as inoperable. 
In every case that is to be regarded as operable all the cellular 
tissue below the pelvic brim that is in continuity with the uterus 
should be removed, and the ureter is the key to the problem. 

One of the cardinal points of Wertheim’s technique is that the 
ureter must be in evidence during the whole of its course through the 
pelvis. In spite of this the proportion of operations in which the 
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ureter is obviously injured during the operation or latently injured 
so that it later develops fistula is considerable, the average frequency 
of such injuries being about 10 per cent. The study of these injuries 
and the desire to remedy them and other analogous conditions has 
given rise to a considerable experience of the fact that the ureter may 
be implanted into another viscus, and it is the influence which this 
knowledge should exercise on the technique of pelvic operations that 
invites our discussion. 

The conditions of ureteral necrosis are now fairly well known. 
The circulation is a plexus in the wall of the ureter itself and is 
continuous from the kidney to the bladder, receiving feeding branches 
from any artery passed on the way (Sampson). The ureter lies and 
moves in the loose cellular tissue under the peritoneum, and may 
be lifted out of this without injury to the plexus. Any part of the 
ureter where the plexus is locally injured may necrose, and such local 
injury may arise from manipulation during operation, and has 
frequently arisen from the pressure of gauze used to drain the pelvis. 
When the parametrium is infiltrated the surroundings of the ureter, 
and even the ureter itself, may be cancer-invaded near the bladder. 
Under this condition it becomes impossible to remove the cellular 
tissue without also removing the corresponding part of the ureter. 
The attempt to do so has greatly added to the difficulty of carrying 
through the operation in individual cases, and in the light of our 
present knowledge has probably been one cause of unsuccessful 
operation. In any future case, therefore, where the ureter cannot 
with ease be laid bare right down to the bladder it should be divided 
above the infiltrated tissue and dealt with later by implantation. 

If this contention be admitted the sequence of the operation 
within the abdomen is: incision of the peritoneum from the round 
ligament up to the suspensory ligament of the ovary; isolation of 
the ovarian vessels; incision of the peritoneum across the pouch of 
Douglas; division of the round ligament; incision of the peritoneum 
of the utero-vesical fold; clearing of the lateral wall; recognition of 
the ureter on the mesial fold (there are several pale-coloured cords 
which may be found at the pelvic brim, but the ureter is the only one 
that has vermicular movement, and the vermicular wave may be 
elicited by pressing the ureter lightly with the blunt side of forceps). 
The next step is the freeing of the ureter down to the bladder, or if 
the parametrium is infiltrated, division of the ureter above the 
infiltrated area, the end being for the time laid away in gauze. The 
bladder is now freed in front and the uterine artery ligatured, and 
then the whole tissue may be removed down to the pelvic wall, 
leaving the muscles with the nerves and vessels coursing bare over 
their surface. The other side being similarly prepared, the separation 
of the bladder from the vagina is now completed, and the organs 
removed from the vagina up. Once the ureter is put aside the tissue 
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may be removed from the brim of the pelvis downwards in a con- 
tinuous piece. (When the upper limit of operation is at the pelvic 
brim the upper peritoneum may be shut off by stitching the anterior 
parietal layer to the posterior before the rest of the operation is 
undertaken.) 

The management of the divided ureter may, to a certain extent, 
be dependent on the length of the stump. If the division has been 
accidental the ureter may be so short that a typical implantation into 
the bladder is impracticable. This is a contingency to which I shall 
return later. At present it will be better to deal with those cases in 
which bladder and ureter can be brought into easy reach of each 
other. To secure this it is at times necessary to pull the bladder 
upwards and fix it to the pelvic wall. The retraction of the divided 
ureter and its vermicular movement compel us to have the point of 
its entrance so accessible that there is no tension. If this is not 
secured, either by leaving a sufficiently long end of ureter within 
the bladder or by mobility of the point of insertion, there is danger 
of the stitches pulling out or being so tight as to injure the wall of 
the ureter. Mackenrodt insists also on the dangers of kidney 
dislocation when the ureter is tense. 


Vesical implantation of the ureter developed historically as a 
method of dealing with ureteral fistula, and questions arose as to 
its performance, extra- or intra-peritoneally, which do not concern 
us in the consideration of it as the final step in an abdominal 
operation. The operation took its rise in Italy. After some preliminary 
experimental work had been done on dogs both Novaro and Bazy 
operated on patients in 1893. Novaro laid his implantation extra- 
peritoneally, and Bazy intra-peritoneally. At this time the operation 
was an anastomosis rather than an implantation. A little later 
Witzel made implantation, insisting on the importance of bringing 
the bladder up to the ureter and applying the oblique canal method 
which he had already used for gastric and other anastomoses. 


The appreciation of the various points in the technic of 
implantation will be best reached by taking them successively. The 
peripheral ureteral stump may at once be put aside as it needs no 
treatment. Experience has shown that when the ureter is divided 
the peripheral part does not leak, and this has been explained by 
the experimental investigation which has shown that no regurgitation 
occurs from the bladder into the ureter unless the ureter is in active 
vermicular movement. 

The preparation of the end of the ureter for implantation has 
been made in various ways. It has been cut square across or 
obliquely, or has been split on one side or on two. With each 
method cases have been successful, but on the general principle 
which teaches that stenosis is more frequent with a transverse section 
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it is preferable to select one of the other methods, the question of 
which being decided by the method of suture adopted. 

The opening into the bladder may, on occasion, be one that has 
been made accidentally in the course of the operation, but as a rule 
the requirement that it should be within easy reach of the ureter will 
determine that any such accidental fistula be closed and a new 
opening specially made. Various forms of opening have been 
employed—circular, (Leitch), H-shaped (Sampson) or rectilinear, 
the last being usual. The opening is usually made on an instrument 
introduced through the urethra and used subsequently to guide the 
ureter into the bladder. The opening should not be too small, since 
the introduction of the ureter into a small hole costs more time than 
subsequent suture of the bladder. 

In guiding the ureter into the bladder the first step is to secure 
the edges of the vesical mucosa which may otherwise be separated 
from the rest of the wall and carried in front of the ureter. With 
these held in forceps the opening is like a funnel and the ureter can 
be inserted on a ureteral probe or by pulling it in with a guide thread. 
The use of a guide thread was at one time extended by carrying it 
through the urethra and fixing it to the tissues somewhere outside to 
act as a bridge from which the ureter would have difficulty in slipping 
out of the bladder. Now it is more usual to make the guide thread 
a suture, which, before insertion into the cavity of the bladder, is 
armed at each end with a needle. These are then pushed outwards 
through the bladder wall about a centimetre from the opening and 
used for fixation of the ureter. In suture the theoretically desirable 
continuity of mucosa is not necessary as the outer wall of the ureter 
heals quite well into the muscle of the bladder wall (Kroenig). All 
modes of suture have been employed, continuous, interrupted, three 
layer and others. Silk and catgut are the concurrent materials, but 
some operators have had to remove vesical calculus after the use of 
silk. The bladder opening may be sutured down to the size of the 
ureter, and the wall may, according to Witzel’s method, be sutured 
into an oblique channel round the ureter. Kroenig, however, 
criticizes Witzel’s method as hindering the prompt functioning of the 
ureter. Owing to the readiness with which the ureter wall may 
necrose it is desirable to restrict the sutures in it, and it is of interest 
to note that from a short report of a discussion it would seem that 
Latzko simply fixes the bladder to the stump of the suspensory 
ligament of the ovary, inserts the ureter into a not too small hole 
and does not suture it at all. 

The covering in of the denuded ureter is desirable, but not 
essential, and its practicability in any case will depend on the extent 
of the peritoneal removal. The root of the uterine artery may be 
used as a support of the ureter. 

The retention catheter is essential and affords the best safeguard 
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against leakage. When combined with the raised trunk position it 
should afford absolute security provided the ureter is sufficiently 
inserted. 

Drainage is best secured by gravitation. If gauze is employed it 
must not lie in contact with the ureter. 

Where the ureter has been merely divided, and not in part 
resected, the case offers the possibility of suture of the divided ends. 
For this a considerable variety of methods has been described. 
These will be found in detail in a report by Sharpe in the Annals of 
Surgery, 1906, vol. xliv, p. 687. They are applications to the ureter 
of the methods of intestinal anastomis, and, apart from the danger of 
subsequent cicatricial obstruction, they all seem likely to take a 
longer time than a bladder implantation should. For this reason 
when the ureter is found to have been cut but not resected it is better 
to implant the renal end in the bladder when the point of division is 
within easy reach of it. 

The management of the ureter in a case where the bladder or the 
other end of the ureter cannot be brought within reach raises somewhat 
different and more difficult problems. Such cases are more frequent 
where the ureter has been adherent but unnoticed during the removal 
of an intraligamentous myoma or ovarian tumour, or where, ureteral 
necrosis having occurred, the ureter is found so involved in cicatricial 
tissue that its end cannot be dissected out. Failing the bladder, three 
other implantation sites are possible—the intestine, the other ureter 
and the skin. A good many cases have now been treated by implanta- 
tion of the ureter into the intestine, but the difficulty of avoiding an 
ascending infection of the kidney has led to its abandonment where 
bladder implantation was possible. It is, however, worth mention 
that Chaput reported one patient alive and well thirteen years after 
this operation. (I have a patient who is now in the third year after 
implantation of both ureters into the rectum, and she is well and at 
work. Two months ago an unusual incident occurred. After an 
attack of severe pain on the right side of the abdomen she had a 
discharge of urine from the vagina. The fistula closed spontaneously 
in a fortnight.) 

Insertion into the other ureter has only been performed 
experimentally in dogs, with the exception of a case of my own, 
where, owing to the complication of a cancer of the cervix uteri with 
a myxosarcoma of the left ovary, I had to resect the left ureter with 
the sarcoma. Finding a free stump about 14cm. long I pushed it 
across under the peritoneum and aorta and planted it in the other 
ureter at the level of the pelvic brim. The patient died after three 
weeks, and Dr. Leitch found that suppuration in the pelvic cavity 
had extended upwards over the denuded area to the point of ureteral 
insertion, and that the union had broken down, but the rest of the 
ureter had soundly healed into its track under the aorta. Implantation 
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on the skin is, while the kidney functions, a source of great discomfort, 
but in most cases the fistula closes spontaneously from atrophy of the 
kidney, 

Spontaneous closure is a relatively frequent issue in ureteral 
fistula, whether the communication be with the vagina or skin. The 
mechanism may be either a cicatricial contraction of the ureter or an 
atrophy of the kidney, but it is worthy of note that Weibel reports 
from Wertheim’s Klinik that of the 16 cases which arose in the 
second 200 cancer operations, 11 healed spontaneously, and that none 
showed signs either of renal atrophy or of hydronephrosis. From 
Wertheim’s first series of cases, one, where uretero-vaginal fistula 
had healed spontaneously, was alive five years after the operation, 
and both her ureters were soundable. This is a result not so certainly 
attainable as to relieve us of the duty of implanting an injured ureter 
when we discover it during the original operation. 

If the implantations are put aside the only methods left for 
dealing with a divided ureter are ligature of the divided end and 
excision of the kidney. The ligature leads to a temporary hydro- 
nephrosis with subsequent atrophy of the kidney, and thus in both 
methods the patient is left dependent on the other kidney. This 
seems too great a risk to be justifiable where a better method is 
available, and with our increasing experience of implantation is 
likely to disappear from the list of sequels possible to a ceeliotomy. 

Up to this point the argument has been stated in such a general 
way that the objection might be made that the feasibility of the 
method advocated has not been demonstrated. The results experienced, 
however, are now sufficiently numerous to establish its claim for 
systematic adoption. Latzko, whose simple technique has been 
mentioned, reports 23 cases with only two failures. From Kroenig’s 
Klinik are reported thirteen cases where the result could be tested, ~ 
and of these two had developed stenosis, but ten had healed with good 
functional result, and in one the result was indeterminate. Franz 
reports on 20 cases, of which five died as the result of extensive 
carcinoma operations; and of the others, seven healed with good 
function, one developed surgical kidney, six broke down, and in one 
the result could not be ascertained. Stoeckel has reported in all 
eleven cases, of which ten gave a fully successful result. When it 
is remembered that these reports come from a period when the 
technic was in course of development the results attained must be 
pronounced good. The fact that some of the cases were treated for 
accidental injury during an already long operation is of little 
moment against a claim that the deliberate section of the ureter may 
actually shorten the time required for the abdominal operation for 
uterine cancer. With an increasing individual experience we may 
greatly reduce the time spent in our operations, even if we cannot 
all attain the facility which enables Wertheim to complete an 
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abdominal hysterectomy for cancer in an hour, or of Mackenrodt, 
who needs only half of that period. 

In conclusion, briefly stated, the theses I have endeavoured to 
sustain are :— 


1. In those cases where a tumour is burrowing into the broad 
ligament the ureter should be looked for, and if accidentally injured 
should at once be treated by implantation. 


2. In cases of cancer of the cervix uteri where the parametrium is 
infiltrated the ureter should be divided above the infiltrated region 
and treated by implantation in the bladder, 
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Further Copies of Jonas’ and Raynalde’s “ Byrth of 
Mankynde.” 


(With Illustrations.) 


By J. W. Batuantyne, M.D., F.R.C.P.E., 
Physician, Royal Maternity Hospital, Edinburgh. 


Some time ago I published a series of articles on the “ Byrth of 
Mankynde,” that sixteenth century work which is perhaps the most 
interesting book on midwifery in the English language, at the end 
of which I gave a list of the various editions and, so far as I was 
able, of the existing copies of each and of their present location. Of 
course I recognised that my list of copies could not be complete; in 
fact I expected to hear of many others in various libraries within 
the year succeeding the appearance of my article. To some extent 
my expectation has been fulfilled, for I have heard of three in the 
United Kingdom (one of which I have been able to examine), and of 
eleven in the possession of Prof. Gustav. Klein of Munich. 

The one which I have had an opportunity of inspecting is the 
1545 edition, and that opportunity I owe to Dr. Wm. L. Storey, the 
Honorary Librarian of the Medical Institute of the Ulster Medical 
Society at Belfast. In his letter of January 1, 1910, he writes: 
“Only recently a copy of the 1545 edition was found in our library 
in the midst of a number of old and (many of them) valueless 
publications. . . . In this copy the date is absolutely distinct, Anno 
M.D.xlv.” The fact mentioned by Dr. Storey is brought out in the 
accompanying Plate (q.v.), and is referred to because of a statement 
in my article regarding the date on the title page of the copy of this 
edition belonging to the Royal College of Physicians of London: 
the date in that copy was covered by the Library stamp of the 
College which made it difficult to be certain that there was not 
another figure between the D and the x. 

The particular interest of the 1545 edition lies in the fact that it 
was the first of what may be termed the “ Raynalde” editions, the 
first edition of all (that of 1540) being Jonas’s translation of 
Rhodion’s “ De Partu Hominis” and differing widely from all the 
following ones (1545, 1552, 1560, 1564(?), 1565, 1593(?), 1598, 
1604, 1613, 1626, 1634, and 1654). The 1545 edition is the first 
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that contains the Prologue to the Women Readers, the Anatomical 
Figures, and the greater part of the First Book; it also contains 
what I have called the “ Aristarchus preface,” which is an addition 
to the work as it left Jonas’s hands, but it lacks Jonas’s “Dedication 
to the excellent virtuous Lady Queen Katherine,” doubtless on 
account of the frequent changes taking place in the ladies who 
shared bluff King Hal’s throne between the years 1540 and 1545. 
The “ Aristarchus” preface is in Latin in this (1545) edition and in 
those of 1552 and 1560, but in all the later ones it appears in 
English; further, it is the only part of the volume which is not 
printed in black letter, indeed the type of this edition is very fine, 
some of the pages having a very rich appearance. In the copy which 
I am describing the “Birth Fygures” are complete and are evidently 
printed from blocks which differ from those used in the edition of 
1560; but the “Anatomical figures” are limited to one plate and that 
is imperfect. At the end of the book, on the last page, is written 
the name of some past owner of the work, probably a midwife—Sarah 
Simcock, hoar Booke—as is represented in Plate 2 (q.v.). 


The other two copies of the “ Byrth of Mankynde” of which I 
have heard in this country are in the possession of Dr. D. Lloyd 
Roberts of Manchester. In a letter from this honoured and veteran 
obstetrician received in November, 1907, I am informed that one 
copy is the edition of 1565; of the other Dr. Lloyd Roberts says: “I 
also now possess a perfect copy of the first edition, 1540, in very fine 
condition, which I shall be very glad to show you if you are ever 
this way,” and he adds, “ the two leaves of copper plates in my first 
edition are printed on both sides.” I have not yet been able to 
accept Dr. Lloyd Roberts’ invitation to inspect his valuable copy of 
the first or Jonas edition, but I hope ere long to do so. 


Outside English-speaking lands the “Byrth of Mankynde” has 
also been exciting some interest, and just the other day I received 
from Professor Gustav Klein a copy of his article entitled “ Zur 
Bio- und Bibliographie Résslins und seines Rosengartens.” In this 
contribution to the literature of Résslin’s “ De Partu Hominis ” and 
its various translations, the writer gives a list of editions of the 
Jonas and Raynalde series which differs in one detail from mine; it 
contains another 1565 edition and yet another which is provisionally 
regarded as belonging to that year. Professor Klein has a fine copy 
of the 1540 or Jonas edition with all the copper plates; this copy 
seems to have belonged to a James Bindley, Esq. His other copies 
are the Raynalde editions of 1552 (without the plates), of 1560 
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(without the anatomical plates), of 1564 (?), three of 1565 (one being 
of uncertain date), of 1598, of 1604, of 1626 (title page only), of 
1634, and of 1654. A striking fact which Professor Klein’s researches 
have brought out is that there were apparently three if not four 
separate editions of the year 1565. 

Now let me give a revised and corrected list of the different 
editions and of the various copies of them which I have been able to 
trace. It will be noted that the late Dr. Underhill’s copy of the 
edition of 1598 has disappeared; the reason is that that gentleman, 
shortly before his lamented death, which took place during his 
Presidency of the Royal College of Physicians of Edinburgh, 
presented the book to the Library of the College; it now appears 
under that heading. 


EDITIONS OF THE ByrTH OF MANKYNDE. 


Edition of 1540: British Museum; Dr. D. Lloyd Roberts, Manchester ; 
Prof. G. Klein, Munich. 

Edition of 1545: British Museum; Royal College of Physicians, 
London; Hunterian Library, University, Glasgow; Library of 
Ulster Medical Society, Belfast. 

Edition of 1552: Royal College of Physicians, Edinburgh; London 
Obstetrical Society (Royal Society of Medicine of London); Dr. 
W. Blair Bell, Liverpool; Prof. G. Klein, Munich. 

Edition of 1560: Royal College of Surgeons, London; University of 
Aberdeen; Dr. J. W. Ballantyne, Edinburgh; Prof. G. Klein, 
Munich. : 

Editions of 1565 (two if not three): British Museum; University of 
Edinburgh; Royal College of Surgeons, London; Washington 
Library; Hunterian Library, University, Glasgow; Dr. Lloyd 
Roberts, Manchester; Prof. G. Klein, Munich (3). 

Edition of 1564 (?): British Museum; University of Glasgow; Royal 
College of Physicians, London; Dr. J. F. Payne, New Barnet; 
Prof. G. Klein, Munich. 

Edition of 1593 (?): Radford Library, Manchester. 


Edition of 1598: British Museum; Royal Society of Medicine of 
London ; Royal College of Physicians of Edinburgh ; Washington 
Library; Hunterian Library, University, Glasgow; Medical 
Institution, Liverpool; Prof. G. Klein, Munich. 

Edition of 1604: British Museum; Washington Library; Dr. H. R. 
Spencer, London; Prof. G. Klein, Munich. 
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Edition of 1613: Royal College of Surgeons, London (2 copies). 

Edition of 1626: British Museum; University of Edinburgh ; London 
Obstetrical Society (Royal Society of Medicine of London); 
Royal Faculty of Physicians and Surgeons of Glasgow; Prof. 
G. Klein, Munich (title page only). 

Edition of 1634: British Museum; Royal College of Physicians, 
London; London Obstetrical Society (Royal Society of Medicine 
of London; Washington Library; Prof. G. Klein, Munich. 


Edition of 1654: British Museum; Washington Library; Dr. W. L. 
Reid, Glasgow; University of Aberdeen; Dr. J. W. Ballantyne, 
Edinburgh; Prof. G. Klein, Munich. 


To summarise : Prof. Klein of Munich has eleven copies, viz., 1540, 
1552, 1560, 1564 (?), 1565 (3), 1598, 1604, 1626 (title page only), 1634, 
and 1654; the British Museum has nine copies, viz., 1540, 1545, 1565, 
1564 (?), 1598, 1604, 1626, 1634, and 1654; the Washington Library 
five, viz., 1565, 1598, 1604, 1634, 1654; the Hunterian Library and 
University of Glasgow four, viz., 1545, 1565, 1564(?), 1598; the 
Royal Society of Medicine of London four, viz., 1552, 1598, 1626, 
1634; the Royal College of Surgeons of London four, viz., 1560, 
1565, 1613 (2 copies); the Royal College of Physicians of London 
three, viz., 1545, 1564 (?), 1634; University of Edinburgh two, viz., 
1565, 1626; the University of Aberdeen two, viz., 1560, 1654; the 
Royal College of Physicians, Edinburgh, two, viz., 1552, 1598; Dr. 
Lloyd Roberts two, viz., 1540, 1565; Dr. J. W. Ballantyne two, viz., 
1560, 1654; whilst the following have one copy each—Medical 
Institute, Belfast (1545); Dr. Blair Bell (1552); Radford Library 
(1593 ?); Medical Institute, Liverpool (1598); Dr. Spencer (1604); 
Dr. Payne (1564 ?); Royal Faculty of Physicians and Surgeons, 
Glasgow (1626); Dr. Reid, Glasgow (1654). The total is fifty-eight, 
and the distribution among the various towns is: London twenty-one; 
Munich eleven; Edinburgh and Glasgow six each; Washington 
five; Manchester three; Liverpool two; Aberdeen two; Belfast one; 
and New Barnet one. 





Obituary 


OBITUARY. 


THE LATE JOHN W. TAYLOR, F.R.C.S., AND THE 
BIRMINGHAM SCHOOL OF MEDICINE. 


WE note with regret the death of Dr. John W. Taylor, which 
occurred on February 27 in the 59th year of his age. 

Dr. Taylor began his medical education at Charing Cross Hospital, 
where he held in turn several resident appointments. He took the 
degree of M.D.(Brussels), and the F.R.C.S. (England) in 1877. The 
following year he came to Birmingham on obtaining the appointment 
at one of the provident dispensaries. Vacating this after a few 
years, he settled in private practice in the same locality. In 1884 
he was elected Surgeon to the Birmingham and Midland Hospital for 
Women. Shortly after this he became assistant to Mr, Lawson Tait, 
and henceforth applied his talents to the study of gynecology. 
Mr. Tait died in 1899. Dr. Taylor succeeded him as Professor of 
Gynecology at Queen’s College, and when the University was opened 
the following year, he became the first Professor of Gynecology 
therein. Dr. Taylor’s reputation is known chiefly by his work on 
extra-uterine gestation; he also contributed many papers on 
gynecology to various journals. He was a man of culture and 
esthetic tastes, with an exceptional leaning to music and to poetry. 
He wrote, too, a book on church history and tradition entitled 
“The Coming of the Saints.” 

The dominant personality and power of Mr. Tait made his 
influence an important factor in the Birmingham School of Medicine, 
while his originality, boldness and fertility of resource rendered his 
name familiar in the progress of gynecology both at home and 
abroad. The powerful and versatile attributes of Mr. Tait’s character 
stood out in strong contrast to those of his successor. Dr. Taylor’s 
sense of accurate and painstaking observations commended his work 
and his writings to a just appreciation of their value and of their 
earnestness: they gave him a positionof authority and confidence in 
the School. But with many differences of character and temperament 
the surgical instinct was a leading feature in the mind and practice 
of each of these professors. Mr. Tait’s knowledge of medicine was 
crude and superficial; he affected to hold lightly the resources of 
therapeutic knowledge in the treatment of disease. Oftentimes he 
would prefer to make a diagnosis by opening the abdomen than by 
previous, and to him, more tedious method of investigation. The 
scientific aspects of medicine did not appeal to his nature, a shorter 





334 Journal of Obstetrics and Gynecology 


process appeared to him more definite and real. From the view of 
surgery as an art this may at times, possibly, be condoned, but for 
teaching purposes in a school of medicine it cannot be too strongly 
condemned. The majority of students become general practitioners ; 
a large proportion of their practice is among the diseases of women. 
The treatment therefore best adapted to them is a knowledge of the 
diagnosis and treatment of female diseases by other methods than 
the arbitrament of the knife alone. The elaborate technique of 
operations they are never likely to perform affords poor solace in the 
daily routine of practice; they leave the school with a knowledge, 
not of what they have gained, but of what they have lost in the time 
given to the pursuit of this manifest error. 

It is from considerations of this kind that the University 
authorities propose to rearrange the teaching in this department. It 
is suggested that the Chair of Gynecology be given up, and that the 
course be called Midwifery and Diseases of Women. The conduct 
of the course to be under the supervision of the Professor of Mid- 
wifery; he is to deliver two-thirds of the number of lectures, the 
remaining third to be delegated to an assistant or lecturer, who will 
teach the subject of diseases of women in a form suitable for the 
requirements of students in the after practice of their profession. 
There will be no divorce between medicine and surgery, but the 
relative value of each will be duly estimated and explained. The 
aim of these changes is a desirable one; if accomplished, it will 


extend the principles and improve the practice in so wide a field of 
our calling. E. M. 





Gangrene Complicating Decubitus 


REVIEWS OF CURRENT LITERATURE. 


Unber CHARGE OF Earpiry Hoiuanp, M.D. 


LIST OF COLLABORATORS : 


Lonvon. Alban Doran, F.R.C.S.; J. J. Macan, M.D.; J. B. Banister, M.D. ; 
J. Barris, M.B.; B. Glendining, M.D.; F. E. Taylor, M.D.; C. White, M.D. ; 
J. A. Willett, M.D. 

EDINBURGH. E. Scott Carmichael, M.B.; Miss J. H. Filshill. 

Guascow. E. H. L. Oliphant, M.D. 

SHEFFIELD. Miles H. Phillips, M.B. 

CHELTENHAM. C. J. N. Longridge, M.D. 


Gangrene complicating Decubitus. 


Fieux (Soc. d’Obst. et de Gynéc. et de Ped. de Paris, Jan. 1910, p. 11) reports 
two cases of gangrene complicating decubitus. In the first a gangrenous patch 
occurred upon the left buttock of a woman, aged 28, within three days of the 
evacuation of her uterus for an incomplete abortion. In the second, a similar patch 
occurred upon the right buttock of a woman, aged 25, within five days of labour 
complicated by eclamptic convulsions. The interest lies in the fact that neither case 
presented any pelvic lesion, nor had any operation been performed which might have 
injured the nerve supply of the affected parts. Both cases were, however, in a very 
low state of general health. Recovery took place in both instances. J.B. 


The use of Oil in Abdominal Surgery. 


D. P. D. Wirkte (Surgery, Gynecology and Obstetrics, February 1910) records 
the results of a number of experiments in which he has poured sterile vaseline oil 
(in an earlier series of experiments olive oil was found to act as a peritoneal 
irritant) into the peritoneal cavity of animals, after performing the following 
operation : amputation of the appendix, followed by gauze-scrubbing of the cecum 
and contiguous ileum and the injection of a sub-lethal dose of staphylococcus aureus. 
Control experiments, in which the oil was not used, were, of course, made. The 
recorded results appear strikingly satisfactory. Wilkie himself feels justified in 
advocating the introduction of vaseline oil into the peritoneal cavity in the following 
conditions : (1) in operations for the relief of old-standing adhesions ; (2) in operations 
for localized or diffuse peritonitis where handling of the viscera is unavoidable; 
(3) in operations for generalized peritonitis, to favour subsequent drainage and 
intestinal peristalsis. Wilkie has practised the procedure in two cases of absolutely 
generalized peritonitis: (1) Peritonitis due to perforation of a partially gangrenous 
cecum ; considerable exposure and handling of intestines unavoidable; two ounces of 
oil poured into abdomen. The patient died 36 hours later, and at the autopsy the 
intestines were found non-adherent and covered with a thin film of oil. (2) 
Appendix abscess ruptured into general peritoneal cavity; pus and fibrin found on 
liver and under surface of diaphragm; two ounces of oil poured in. The patient 
recovered, and it was noteworthy that she passed flatus a few hours after operation, 
and had none of the symptoms of intestinal paresis which one usually sees in such 
cases, M. H. P. 








336 Journal of Obstetrics and Gynecology 


The relation between the Mucous Membrane of the Nose and the 
Genital Apparatus of the Female. 


M. G. Manu (Bull. Soc. d’Obstét. de Paris, Dec. 16 1909) precedes his 
personal observations by a short historical note resuming the facts to date, and 
then proceeds with observations upon the mucous membrane of the nose during a 
period, during pregnancy, during labour, and essays in treatment of dysmenorrhea 
and the attentuation of the pains during labour by nasal cauterization. His 
conclusions are that the results obtained are decidedly vague. In certain cases the 
effect of rhinotherapy is null. Finally, he thinks that only in select cases and after 
exclusion of local lesions may rhinotherapy be tried for dysmenorrhea. B.G. 


Calcified Fibro-myoma of the Urethra. 


Lapnarpt (Zeitschr. f. Gyndk. Urologie, No. i, 1910), contrasts the extreme 
frequency of urethral caruncle with the great rarity of other new growths developed 
in the female urethra. He takes notice of recent reports of fibroma and myoma, 
which are even rarer than carcinoma. According to Thomson’s report in 1906 
only 22 cases of pure fibroma have been published. Buttner and Gummert have 
described and reported the two sole examples of pure myoma, clearly developed in 
the muscular wall of the urethra, known to medical literature. Six cases of fibro- 
myoma have been made public, including one under Labhardt’s personal observation. 
The author reminds us that these innocent new growths develop, according to the 
reports which he has collected, with equal frequency in the anterior and posterior 
wall, but that it is only when they are found in the anterior wall that their origin 
in the urethral tissues can hardly be disputed. The opposite wall is in close 
connection with the muscular and connective-tissues of the vagina. Labhardt’s 
case, the sixth instance of fibromyoma of the urethra on record, was under 
observation in Von Herff’s wards in the Women’s Hospital, Bale. A woman, aged 63, 
had been subject to exophthalmic goitre for some time; the catamenia had ceased 
to appear when she was 43 years old. She had married at the age of 37, 
but never cohabited, the husband being impotent owing to a local injury. Only two 
days before she applied for medical relief she was seized with sharp pains in the 
region of the vulva, with frequent desire to pass water. There was much burning 
pain during micturition. Then the patient discovered a swelling at the meatus. 
A spherical tumour with a smooth surface was found projecting from the labia; it 
showed patches of incipient ulceration and bled on touch. The least handling caused 
extreme pain. Before more careful examination, the growth, which was of the size 
of a cob-nut, appeared to be a cervical polypus with a long pedicle. Great precautions 
had to be taken about anesthesia on account of the exophthalmos. Then it was 
found that the tumour lay entirely outside the vagina, which was closed by a firm 
hymen bearing a narrow orifice. The pedicle of the tumour was inserted on to 
the anterior wall of the urethra, a quarter of an inch above the meatus. It was 
short and thin and easily secured with catgut and divided. Hedinger examined the 
tumour in the Pathological Institute at Bale and found that it was made up mostly 
of interlacing bundles of smooth muscle fibres, between which lay a considerable 
amount of connective-tissue. There were deposits of lime-salts at several points. 
The surface of the tumour was invested with typical transitional epithelium. Hence 
the tumour was a calcifying fibromyoma. Labhardt cannot find any other record of 
a similar case. The calcification implied that the growth had taken some time to 
develop. The clinical history showed that it caused no inconvenience until forty- 
eight hours before its removal when acute pain set in. That fact meant that it did 
not interfere with micturition until it was delivered out of the meatus, which then 


pinched its pedicle. ALBAN Doran. 
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Spontaneous healing of a Uretero-vaginal Fistula. 

ENGELHORN (Muenchener m. Wchns., 1910, No. 4, S. 215) reported to the Erlangen 
Medical Society: On a woman, aged 52, Wertheim’s operation was performed for 
cervical carcinoma, and 16 days afterwards she was found to have a uretero-vaginal 
fistula on the left side. For eight weeks her urine persistently wetted her bed, 
but her condition gradually improved, and thirteen weeks after the operation there 
was no leakage whatever. Cystoscopic examination proved that the right ureter was 
acting normally, the left not discharging at all: a catheter introduced into the 
left ureter met with an impassible resistance at 3cm., and yielded no urine. 

ENGELHORN supposes that atrophy of the left kidney had led to the healing of 
the fistula. J.J. M. 


Spontaneous healing ofa Ureteral Fistula through the Abdominal 
Walls, the Ureter preserving its function. 

ENGELHORN, Nuremberg (Afuenchener m. Wehns., 1910, No. 4, S. 215) reports: 
On a nullipara, aged 54, laparotomy with extirpation of the right adnexa was 
performed in September 1908 on account of myoma of the uterus. Laparotomy was 
again performed, on October 5 1909, for cystoma ovarii sinistri, and during the 
enucleation of the tumour which was adherent on all sides, the left ureter was 
divided, but was immediately sutured in Kelly’s way. On the fourth day after the 
operation urine was flowing from the lower angle of the abdominal wound. On the 
tenth day the flow had ceased and the patient was quite dry, but on the twelfth day 
there was a large fluctuating tumour in the left side of the abdomen from which, 
after puncture with a trocar, 1,500 cc.m. of urine were discharged. A drain was 
inserted, and through it the urine flowed persistently until November 22, when the 
flow suddenly ceased and the amount of urine discharged from the bladder increased 
from 1,000 to 1,800cc.m. daily. The patient lay quite dry. The cystoscope showed 
both ureters to be discharging normally. J.J. M. 


Vesical Hemorrhage associated with Incarcerated Retroflexion 
of the the Gravid Uterus. 

ENGELHORN (Auenchener m. Wcehns., 1910, No. 4, S. 214) reported the following 
case to the Erlangen Medical Society: A sextipara, 34 years of age, had had five 
normal confinements, and on one occasion was delivered after the version of a cross 
birth; her last labour was two years previously. Her menstruation had been 
regular, the last period in August 1909. Since November she has not been able to 
pass her water as well as previously; it drops away when she coughs, and she has 
severe pain in the vesical region. 

When she was admitted into the Frauenklinik, on December 1 1909, external 
examination revealed a tense, elastic tumour rising into the abdomen out of the 
small pelvis, tender on pressure and extending to within two finger breadths of the 
umbilicus. On internal examination, the portio was found pressed hard against 
the symphysis, and the whole of the small pelvis filled by the retroflected uterus in 
the 3rd month of pregnancy. The same evening more than 1,000cc.m. of turbid 
albuminous urine was drawn off by the catheter, and found to contain leukocytes and 
vesical epithelium. Immediate reposition of the gravid uterus was not undertaken, 
and the same night there was severe hemorrhage from the bladder, about 400 cc.m. 
of blood were collected in the receiver, and next morning 500 cc.m. of highly-coloured 
bloody fluid were withdrawn from the bladder by the catheter. The reposition of 
the uterus was then effected, but cystoscopy could not be carried out as the fluid 
injected into the bladder was at once discoloured by blood. 

After the reduction of the uterus the woman was able to micturate spontaneously, 
and her water gradually became clearer, so that cystoscopy became possible after 


22 
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five days and revealed a general cystitis with oedema of the trigone and distension 
of the vesical veins. 

Engelhorn accepts the view that Baisch suggested, on the cause of the vesical 
hemorrhage in an analogous case reported from the Munich Klinik: that the 
distortion of the bladder caused by the retroflexion of the uterus leads to an 
interruption in the flow away of the venous blood: if then the bladder be emptied 
without the disturbance in the circulation being relieved by the correction of the 
position of the uterus, the removal of the pressure within the uterus afforded by the 
urine leads to edema and hemorrhage. In cases of incarceration of the retroflected 
gravid uterus, therefore, catheterization of the bladder should be at once supplemented 
by reduction of the uterus. J.J. M. 


Schauta’s Operation for Prolapse. 

Scuavta, Vienna (Therapeutische Monatshefte, 1909, No. 11), again recommends 
the method of operating he supported in 1899, that is, the ingrafting of the uterus 
into the vesico-vaginal septum. The technique of the operation is as follows: 
A longitudinal incision is made in the anterior vaginal wall from the urethral 
protuberance to the portio, and the edges of the wound are undermined so as to 
prepare a roomy bed to receive the uterus. The bladder is detached upwards, and 
the peritoneum having been divided transversely, the uterus is brought downwards 
through the opening. The vesical peritoneum is stitched to the posterior surface of 
the cervix by several interrupted sutures, as far back as possible, and the uterus is 
fitted in between the bladder and vagina so that the latter can be completely closed 
over the anterior wall of the uterus, which is included in several of the stitches. 
The uterus has thus taken the bladder on its back and the cystocele cannot recur. 

ScHavuTa reviews now 110 cases treated in this manner; from 68 of these patients 
reports have been recently obtained. Death after operation occurred in 5 (general 
peritonitis in 2, diabetic coma, rupture of an aneurysm, and embolism in the other 3 
respectively). Intercurrent diseases ended fatally in 4 other patients some time after 
the operation, but among the remaining 59, 46 were completely cured, while 
13 suffered from a greater or less degree of recurrence. J.J.M. 


Pelvic Transplantation Metastasis as a means of recognition of 
hopeless Abdominal Carcinoma. 

D. W. Patmer (Surgery, Gynecology and Obstetrics, February 1910) points out 
that in the treatment of carcinoma it is quite as necessary to have definite rules for 
guidance against operation as for operation. As the result of a careful investigation 
of 435 cases of upper abdominal carcinoma, during 20 months, in the Mayo Clinic, 
it was found that in 6°5 per cent. pelvic metastasis was the earliest clinical sign of 
inoperability. Such secondary pelvic deposits were found in 28 of the cases, whilst 
enlarged supra-clavicular glands were present in 18. Therefore Palmer holds that a 
rectal examination should be made in all cases of abdominal tumour. The patient 
should be examined in the knee-elbow position, or, bimanually, in the lithotomy 
position. The secondary deposit will be felt as a hard nodular mass or masses, 
varying in size from a small bean to an orange, and distinctly intraperitoneal. 
Fecal collections in the upper pelvic colon, old inflammatory exudations and 
tuberculous peritonitis must be differentiated. These pelvic metastases warrant a 
most unfavourable prognosis as regards life expectancy. M. H. P. 


Some Observations of Uterine and Vaginal Cancers treated by 
the Ultra-penetrant Rays of Radium. 


MM. Henri Cutron et Rusens Dovat (Bull. Soc. d’Obstét. de Paris, Dec. 16 
1909).—The observations bear upon three cases of primary cancer of the neck of the 
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uterus and two of secondary cancer of the vagina, all histologically of the squamous 
type. After remarking that previous to an improvement in technique they had 
obtained but doubtful results, they give details of the five cases in which they 
obtained clinically complete disappearance of the neoplasmic proliferations. Details 
of the improved technique are not furnished. The conclusions drawn by the authors 
are: (1) that all the functional phenomena, which are to the patients the only 
evidence of their disease, diminish in intensity and then disappear, so that the 
patients consider themselves cured; (2) that the new growth diminishes to the point 
that it appears, clinically, to have been completely destroyed. 

It is to be remarked that the treatment has been applied to inoperable or 
secondary cases of carcinoma. The observations bear upon recently treated cases, 
the longest period since cessation of treatment being three months. 

(It is interesting to note that all the cases are of the epitheliomatous type. 
The striking results obtained in these cases is strictly in line with the success 
achieved by radium in the treatment of epitheliomata of the skin.—Rep.) B.G. 


Ovarian Grafting. 

Sauvgé (A Monograph, Paris, 1909).—The work is a resumé of the experimental 
and clinical investigation on the subject. Special mention is made of the work of 
Morris, Knauer, Franklin-Martin, Amico-Ronds, Carmichael, Lenion and Canel. 

Five phenomena occur as the result of artificial castration—(a) atrophy of the 
uterus; (b) loss of sexual characteristics; (c) marked adiposity; (d) nervous 
phencmena (headache, neuralgia, etc.) ; (e) suppression of menses. ‘The only methods 
of remedying such signs of ovarian insufficiency are by ovarian therapy and ovarian 
grafting. 

Peritoneal, intramuscular and intravisceral grafting are contrasted, and of these 
the former methods are undoutbedly the best. The means of estimating the effects of 
the grafting consist in (a) exploring the grafted ovary; (b) re-establishment of the 
ovarian functions; (c) histological examination of the ovary. 

A short record and criticism is given of the work of different observers, and a 
record of six cases of transplantation in rabbits by himself, in three of which he was 
successful, in that primordial follicles, Graaffian follicles and corpora lutea were 
demonstrable in the grafted ovaries seven months later. Reference and criticism 
is also made to the cases reported in the human subject. 

He concludes :—(1) Ovarian grafting has been demonstrated satisfactorily from 
the experimental point of view. Autoplastic grafting is successful in whatever 
tissues or position it is made. Heteroplastic grafting, on the other hand, fails in 
the majority of cases. A matter of great uncertainty is to what extent the graft 
has the power of establishing the internal secretion of the ovary. (2) It is impossible 
to determine the effects of grafting, and if patients have benefited thereby the 
benefit derived has been slight. (3) Transplantation, according to the method of 
Canel, though of great physiological interest, is of no value practically. (4) The 


practice of ovarian grafting, then, in the human subject must be at present very 
limited. E.S. C. 


Relation of the Internal Secretion of the Ovary to the other Organs. 

L. v. LINGEN (St. Petersburger Med. Wochenschrift, Dec., 1909).—A review 
is given of the different theories as to the source of internal secretion in the ovary, 
as ascertained by cauterizing the corpora lutea, transplantation of the ovary, 
experiments which are now well known. The connection between the ovary and 
mamma has been investigated by observing the condition of the breasts after 
castration. Secretion of milk occurred in 14 out of 21 cases after castration. 

An interesting case is recorded in which, after a severe burn of the chest 
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involving both breasts, a patient, zt. 25, who had previously menstruated regularly, 
during the period of healing of the burn of the third degree, only menstruated cnce 
for one day. At the dressing of the wounds the bandages were soaked with milk. 
Long-continued lactation leads to atrophy of the uterus and ovaries, while castrated 
animals secrete more milk. 

The correlation between the ovary and thyroid gland is seen frequently. In 
exophthalmic goitre menstrual disturbances are almost always present. There is 
frequently amenorrhea, and generally long intervals of menstrual cessation. 
According to Kocher, only 3 out of 72 patients with this condition had normal 
menstruation. Swelling of the thyroid during menstruation and pregnancy is a 
well-known fact. Extirpation of the thyroid in young animals leads to atrophy of 
the uterus and ovaries. The pituitary body becomes enlarged after the removal of 
the ovaries and testicles. Tumour of the pituitary body and acromegaly are 
associated with amenorrhea and atrophy of the ovaries. 

In Addison’s disease there is an atrophic condition of the ovaries, recorded 
as showing a possible connection between the suprarenal capsule and the ovary. 

Osteomalacia would point to a definite relationship between the ovaries and the 
bone-marrow. Hyperactivity of the ovaries is credited with causing the condition, 
which is cured by their removal. E.S. C. 


The Ovaries after extirpation of the Uterus. 

K. Pronat, Vienna (Zentralb. f. Gyn., 1910, No. 6).—In a woman, 27 years of 
age, the uterus was extirpated by the vagina for carcinoma corporis, and four years 
afterwards, on account of recurrence in the vagina and adhesions, both ovaries 
were removed and were found to be the size of hen’s eggs; the number of primordial 
follicles was diminished ; the ovula present in the larger follicles were degenerating ; 
only a few old and shrunken corpora candicantia could be found, no corpora lutea. 
The organs were evidently commencing to atrophy. J.J. M. 


Colossal Ovarian Cystoma. 

Fratav (Muenchener m. Wehns., 1910, No. 5, S. 275) exhibited, at the Nuremberg 
Medical Society, a gigantic multiple ovarian cystoma removed in the third week after 
labour after the pedicle had undergone torsion of two and a half complete turns 
followed by severe hemorrhage into the tumour, with commencing necrosis and 
serosanguineous peritonitis. The operation was the more interesting as, in the fear 
that the tumour might be already infected, Flatau extended the incision in the 
abdominal walls widely enough to permit the extraction of the gigantic cyst, 
weighing 27 pounds, without rupture. The patient made a good recovery. Flatau, 
referring to his work on pregnancy and tumours, insisted on the advisability of 
removing genital tumours during pregnancy, since the influence of childbed on them 
was generally unfavourable. J.J. M. 


Researches on Tubal Menstruation. 

Deporte (Bull. Della Sociéte Belge, 1909).—The author seeks, by examination of 
a series of Fallopian tubes taken at various periods before, during and after the 
epoch to demonstrate a definite reaction of the endosalpinx during menstruation. 
Briefly, the changes described are (1) an increased vascularity of the tissues which, 
as the author points out, is indistinguishable from that accompanying inflammatory 
affections ; (2) the connective-tissue cells show pale nuclei and the protoplasm becomes. 
very clear; (3) the epithelial covering has, according to this author, a very 
characteristic aspect in which few of the cells remain of normal form, but tend to 
become round, swollen and vesiculated. 

In conclusion, it is stated that the phenomena of tubal menstruation are in no 
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way comparable in intensity to those encountered intheendometrium. Physiologically 
the changes may be divided into phases: (1) simple congestion with hypertrophy of 
the epithelial and connective-tissue cells; (2) a stage of perivascular diapedesis of red 
blood cells and maturation of the cellular elements. The phenomena are specially 
evident in proportion to the duration and intensity of the menstrual congestion. B.G. 


Actinomycosis of the Uterine Appendages. 

Cart Wacner (Surgery, Gynecology and Obstetrics, February 1910) reports: 
A single girl, of 19, had suffered from periodic attacks of obscure abdominal pain, 
with vomiting and fever, for about seven years. Recently the pain had been located 
in the lower abdomen, and constipation had become extreme. Malarial fever and 
appendicitis were amongst the diagnoses made by various doctors. When Wagner 
saw her she was pale, and only fairly well nourished, with a leucocytosis of 12,000. 
Bimanual examination revealed a large tender mass in the pelvis. The uterus and 
ovaries could not be outlined. Double pyosalpinx was diagnosed. On opening the 
abdomen a large gelatinous mass, covering a solid, very resistant, tumour, was found 
occupying the false and true pelvis. Whilst separating adhesions a large abscess was 
opened and much very fetid pus escaped. Both appendages were then removed. 
A drainage tube was inserted. Irrigations with solution of copper sulphate (1 in 100) 
were used, and large doses of iodide of potassium given. The wound was healed in 
three weeks, and two months after the operation the patient was free from pain and 
had gained a few pounds in weight. Each ovary was found to contain a large abscess 
full of typical pus, from which the actinomyces was easily obtained and cultivated. 
The right tube also contained the pus. The gelatinous masses were formed of 
distended lymphatics. The patient gave a distinct tuberculin reaction, but she did 
not react to a concentrated extract of actinomyces. Wagner appends the following 
conclusions: (1) Actinomycosis of the uterine appendages is probably always a 
secondary infection from the gastro-intestinal tract, especially the appendix. (No 
statement with regard to this point is made in the description of Wagner’s own case.) 
(2) The infection is transmitted by penetration and infiltration in continuous or 
contiguous tissues, not by the lymphatics, and probably not by the blood-stream. 
(3) In chronic cases there is much dense, fibrous tissue formed, which may lead 
to the erroneous diagnosis of different kinds of tumours of hard consistence. (4) In 
many cases the gross macroscopic and microscopic picture resembles that of tuber- 
culosis. (5) Inoculation of pure cultures into the animal is not a success, though 
injection of the pus or the ingestion of material upon which the actinomyces has 
been grown will produce actinomycosis. (6) The prognosis is favourable in cases of 
circumscribed swellings, such as are usually formed when the uterine appendages are 
involved. (7) Treatment consists in radical extirpation, free drainage, application of 
tribromophenol bismuth, or irrigation of the fistula with copper sulphate solution; 
iodide of potash, up to 75 grains a day, should be given. (8) A careful examination 
of apparently innocent pus from the pelvis, or of the discharge from obstinate 
fistule after laparotomy for ovarian or tubal abscess, may result in finding actino- 
myces more commonly than hitherto. M. H. P. 


On the existence of a Villous Intoxication and Serum Diagnosis 
of Pregnancy during the early months of Gestation. 

Frevx and Mauriac (Ann. de Gyn. et d’Obstét., Feb. 1910) discuss this question, 
and conclude that there is during the early months of pregnancy an intoxication from 
the chorion which makes the serum diagnosis of pregnancy possible. They preface 
their article by pointing out that some of the disorders of pregnancy occur early and 
stop suddenly and completely on the expulsion or death of the ovum. If the ovum 
continues to live the cessation of symptoms takes place gradually during the third 
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month (which roughly corresponds to the cessation of syncytial activity), but they 
may become more severe under pathological conditions, e.g., hydatidiform degenera- 
tion. The presence of the foetus itself would thus appear to be unimportant in the 
causation of symptoms. Veit, in 1901, first advanced the idea of a syncytial toxemia 
to explain eclampsia, and suggested that the disease was caused by an insufficient 
production of syncytiolysin to counteract the invasion of the maternal blood-stream 
by placental cyto-toxin. 

The authors point out that eclamptic symptoms are usually late, when the 
syncytium is relatively small in amount, and theoretically if a villous toxemia exists 
it should be found early in pregnancy. They have tried to prove its existence by 
estimating the deviation of the complement (Bordet-Gengou, Wassermann). They 
give details of their technique, and especially of making the antigen. For the 
preparation of the latter portions of placentee removed from patients 6—10 weeks 
pregnant gave the best results. Fifty-five observations were made, and the 
summary of their results is :—Five cases: pregnancy 3 to 5 weeks from last day of 
menstruation, 5 negative. Eight cases: pregnancy 2 to 3 months from last day of 
menstruation, 8 positive. Seven cases: pregnancy 3 to 4 months from last day of 
menstruation, 1 pesitive, 4 negative, 2 doubtful. Fourteen cases: 4 to 9 months from 
last day of menstruation, 14 negative. Ten cases: patients in whom pregnancy could 
not be clinically diagnosed, all negative. Three apparently complete abortions 
(second and third month of gestation) in which the test was applied within a few 
days of the abortion, gave 3 positive results; whereas 7 cases (fourth and fifth month 
of gestation) under similar circumstances, gave all negative results. 

From these figures they conclude that the blood of pregnant women at certain 
times contains substance which, in the presence of young chorionic villi, deviates the 
complement. The time of the appearance of the anti-body in the blood coincides 
with the time of maximal chorionic activity. The function of the anti-body is 
presumably to neutralize poisons secreted by the placenta and inhibit the destructive 
action of the trophoblast. Regarding the action being specific to chorionic villi 
they mention that it is not given by women with simple fibroids, and that it was 
not given by a non-pregnant syphilitic in whom the Wassermann reaction was 
positive, and conversely that in another case the chorionic reaction was positive, but 
the Wassermann was negative. 

Grafenberg (Lei. f. Geb. u. Gyndk., 1909, lxv, 1) found a proteolytic ferment in 
the chorion between the second and fourth months. This ferment is supposed to digest 
the internal tissues and allow the villi to penetrate them. In the same way that 
tissue destruction by the spirochete is said to bring about the Wassermann reaction, 
so tissue destruction by Grafenberg’s proteolytic ferment may be correlated with 
the presence of the chorionic anti-body. C. W. 


Hyperemesis Gravidarum. 


Grosse (Soc. d’Obst. et de Gynéc et de Pad. de Paris, Jan. 1910, p. 27) reports 
two cases, and remarks upon the pulse-rate being an important deciding factor in 
the induction of premature labour for this condition. In the first case, although 
the general condition of the patient was serious, yet the pulse-rate did not reach 
100 per minute. Induction was not practised and the patient was delivered normally 
at term. In the second case the pulse-rate was raised to 120 per minute. Induction 
was therefore performed. The patient recovered. J.B. 


Hyperemesis Gravidarum with Tachycardia. 

Porockt (Soc. d’Obst. et de Gynéc. et de Paris, Jan. 1910, p. 32) reports a case 
of intractable vomiting during pregnancy with tachycardia, the pulse-rate being 
always about 120—140 per minute. A previous pregnancy had been artificially 
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terminated for a similar complaint. Owing to the absence of signs of toxemia, and 
in spite of the pulse-rate, induction of premature labour was not practised. The 
patient was treated by suggestion. Eventually the vomiting ceased suddenly, but 
the pulse-rate remained raised persistently throughout the pregnancy. The patient 
was delivered at term of a living child. He remarks upon the importance of knowing 
the pulse-rate, not only during but previous to the pregnancy, before deciding to 
perform the induction of premature labour owing to tachycardia. J.B. 


Hyperemesis Gravidarum and Paraganglin Vassale. 


Resaupi, Geneva (Gaz. d. Ospedali, 1909, No. 113) reports a case from Bossi’s 
Klinik which affords additional proof of the special influence of adrenalin in most 
obstinate cases of uncontrollable vomiting of pregnant women which have resisted 
all other methods of treatment until it has been a question of artificially terminating 
the pregnancy. 

Curipicuimo (Annali di Ost. e Gin.—Reprint) also reports a case which had 
resisted all the usual methods of treatment and hygienic measures. The patient 
suffered from attacks of unconsciousness and arrythmia cordis, which compelled the 
administration of stimulants and the serious consideration of induction of labour. 
The administration of from 25 to 40 drops of paraganglin vassale daily caused 
surprising improvement in two days. 

Many of the Italian authors have reported similar results (Zangfrognini, Silvestri, 
etc.). 

It is remarkable that paraganglin, which acts certainly and rapidly upon unstriped 
muscle, is quite ineffective when injected hyperdermically. Its action is purely local ; 
doses of from 10 to 20 drops make the contractions of the stomach more energetic, 
slower and more persistent for several hours. It is, however, essential in every case 
to search for and relieve any morbid condition of the genitals. J.J. M. 


Congenital Pelvic Kidney and Pregnancy. 


J. Hasan (Wiener kl. Wehns., 1910, No. 4) reports: A woman, in the sixth 
month of pregnancy, was found to have a tumour taking up very much room in her . 
small pelvis. On laparotomy this tumour was found to be a large, healthy kidney, 
and was thrust upwards under the sigmoid flexures and secured there by stitching its 
capsule to the peritoneum. The woman aborted. Halban suggests that such renal 
dystopia, 80 per cent. of which are on the left side, deserves more diagnostic 
consideration, though a certain diagnosis is in most cases only possible after operation. 
One important leading point is that such dystopia is frequently associated with 
genital malformations; operative interference is not indicated unless the tumour 
is likely to prove a serious obstacle to delivery; extirpation not unless the kidney 
is seriously diseased. When such dystopia is diagnosed in a pregnant woman, an 
expectant attitude with a readiness to induce premature labour or perform Cesarean 
section, if need be, should be maintained while possible. Reposition and fixation of 
the kidney would follow delivery by Cesarean section. J.J. M. 


Pregnancy after Nephrectomy 


Prnarp (Ann. de Gyn. et d’Obstét., Feb. 1910), in a discussion on this subject, 
mentions three patients who had normal pregnancies after nephrectomy. Hartmann 
and Sireday reported four more—one of their patients became pregnant twice without 
any complications being found. In several cases the patients were able to suckle 
their children. Cc. W. 
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Postural Treatment and Lavage of the Renal Pelvis for the relief 
of Pyelitis during Pregnancy. 

P. M. Pitcuer (Surgery, Gynecology and Obstetrics, February 1910), as the 
result of cystoscopic examination in these cases, believes that, in the middle period of 
pregnancy anyhow, obstruction to the flow of urine along the ureters is due to 
distortion of the vesical portion of the ureter. In some cases it was noted that the 
bladder was pressed from above downwards by the pregnant uterus, so that the 
ureter was made to bend sharply at the point of its entrance into the bladder, or was 
kinked in its course through the bladder wall. In other cases compression of the 
bladder from before backwards also offered the possibility of distortion of the ureter. 
In one case the distortion was so marked that, using a direct catheterizing cystoscope, 
the catheter had to be directed downwards and backwards in order to pass it along 
the first part of the ureter. Pilcher also noticed that the rate of flow of urine 
through ureteral catheters was increased 15 to 20 times by raising the patient from 
the recumbent to the sitting posture. From this observation he concludes that there 
is more to be gained from favouring drainage of the renal pelvis by raising the 
kidney to a higher level than the bladder than from any supposed relief of pressure 
on the ureters. Pilcher has obtained good results from lavage of the pelvis of the 
ureter with 25 per cent. solution of argyrol, 1 drachm of which may be left in. 
Where there is much residual pus-containing urine the catheter may be left in for 
several hours, the irrigations being repeated at intervals. Otherwise repeated 
irrigation is usually not required. Urotropine is given, and bladder irrigations 
employed, daily if necessary. Details of eight cases are given. In one, abortion had 
to be induced at the third month. Pilcher considers that pyelitis in the earlier 
months of pregnancy is due to hematogenous infection of kidneys, whose vitality 
has been lowered by the pregnancy. After the sixth month pressure on the ureter 
above the brim of the pelvis is a frequent contributing cause. M. H. P. 


Hzmatoma of the Broad Ligament during Normal Labour, 
rupturing into the Peritoneal Cavity. 


R. Texper, Elberfeld (Zentralb. #. Gyn., 1910, No. 6), has only discovered one 
previous instance (Leopold’s) of primary formation of a hematoma in the broad 
ligament as yet published. His own case was in an octipara, 41 years of age, who 
suffered from internal hemorrhage during labour, and died under laparotomy. It 
was found that a hematoma of the broad ligament had, by its tension, caused a 
rupture of the peritoneal covering followed by fatal hemorrhage into the abdominal 
cavity. The cause seemed to be a ruptured varix within the ligament. J.J. M. 


Spontaneous Delivery as a cause for Shoulder Deformities. 


Hvuco Setruetm, Tibingen (Deutsche Zeitschrift f. Chirurgie, Band 102, Heft 3), 
says that anatomical, experimental and clinical experience prove that even in 
spontaneous births the shoulder girdle of the child undergoes great modification, 
inasmuch as it is forcibly thrust towards the head so that the clavicles are 
pointed upwards and outwards and the shoulder blades forced towards the head. 
A comparison of the cadaver of a new-born child fixed in formol and one in the 
attitude of delivery demonstrates extreme tension of the trapezius, latissimus dorsi 
and subclavian muscles. Permanent high shoulder blades may be explained by 
laceration of the lower and most tensely stretched fasciculi of the trapezius. Indeed, 
not only muscular defects in consequence of laceration but fractures and dislocations 
of the shoulder girdle are to be explained by the mechanism of labour Deformities 
of the shoulder may be attributed to abnormal expelling force on a normally 
resisting child, or even normal force with deficient resistance. J.J. M. 
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Spontaneous Rupture of the Uterus. 

Autrrep Hirner (1.D., Breslau, 1910; A/uenchener m. Wehns., 1910, No. 7, 
S. 380) discusses the mechanism and etiology of spontaneous rupture of the uterus 
during labour, and concludes that though generally in its occurrence mechanical 
factors are the most important, even slight tissue changes are not without effect, and 
that it is therefore desirable that an exact histological examination of the tissues 
in as recent a condition as possible should be made in every case. If no important 
mechanical factors for the occurrence or satisfactory explanation are to be found, the 
microscopic examination of the uterine tissues in the neighbourhood of the tear is 
absolutely required, though only serious pathological changes have decisive value. 

J.J. M. 
Two Cases of Rupture of the Uterus Spontaneously Healed by 
Plugging. 

M. Tostaszeck, Lemberg (Zentralb. f. Gyn., 1910, No. 5), reports: (a) A 
complete transverse rupture of the uterus with unilateral longitudinal laceration of 
the lower part of the cervical portion extending into the vaginal vault, and with 
prolapse of a loop of intestine and the omentum. Childbed was complicated by 
bronchopneumonia and an attack of mania. (b) An incomplete rupture of the uterus 
with two tears in the cervix in a case of flat pelvis with a large child developed 
beyond term. Both cases recovered, the only treatment being tamponade. 

J.J. M. 
An Intraperineal Tear. 

A. Prerri (Jour. Amer. Med. Assoc., 1910, Vol. liv, p. 793) reports that he was 
called one afternoon to see a primipara who had given birth to a normal child early 
in the morning. There was a central laceration of the perineum in the median line, 
not extending to the anus or involving the vaginal outlet. The introitus vagine was 
very small and inelastic; birth had taken place through the tear and not through 
the vaginal outlet. The delivery had been complete within four hours, the pain 
being of a violent character. As the parts were very oedematous and swollen it was 
thought that immediate repair would be inadvisable. After a few days the tissues 
between the laceration and the introitus had sloughed away and the laceration was 
sutured, with a good result. C.N.L. 


Fracture of Inferior Maxilla by Forceps in a Still-born. 

M. Tisster (Bull. Soc. d’Obstét. de Paris, Dec. 16 1909).—The fracture occurred 
on the right side between the angle and the median line, and the point of fracture 
corresponded exactly to the impression made by the extremity of the right blade 
of the forceps. There was no effusion of blood round the injury, from which the 
author concludes that the fracture occurred post mortem. The case is recorded as 
unique, and especially remarkable as showing no lesions of the more usually affected 
bones. B.G. 
A Rare Indication for Czsarian Section. 

M. Bar (Bull. Soc. d’Obstét. de Paris, Dec. 16, 1909).—This is a case of 
malformation of the lower portion of the genital canal in which the recto-vaginal 
septum was represented by a thin sheet of cicatricial tissue. As rupture of this 
cicatrix during labour was feared, Cxsarean section was performed. B.G. 


Czsarean Section through a Flank Incision. 

E. Sotms, Charlottenburg (Zentralb. f. Gyn., 1909, No. 51), describes an extra- 
peritoneal method of Cesarean section devised by him, which is founded on the 
same principle as Latzko’s method, but is partly ventral and partly vaginal in its 
execution. He gives details of four cases and a full description of the technique of 
the operation, which, up to the absolute extraction of the fruit, consists of three 
stages : incision through the abdominal walls down to the peritoneum; pushing away 
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the bladder and plica to one side from the middle of the flank incision and opening 
the utero-vaginal canal. After the extraction of the fruit, the wound in the uterus 
and then, drainage having been provided through the anterior vaginal vault, the 
incision in the flank is closed by suture. To permit the vaginal drainage the bladder 
must be detached or an anterior colpohysterotomy must be performed. Solms’s 
method has the advantage over Latzko’s that the risk of tearing the peritoneum is 
avoided and it provides vaginal drainage of the wounds. In regard to cosmetic 
effect and freedom from the risk of hernia the incision in the flank is as satisfactory 
as Pfannenstiel’s incision. It has the further advantage over Latzko’s method that 
one can operate early without waiting for much extension of the lower uterine 
segment by the labour pains. J.J. M. 


Intrapartum Vaginal Myomectomy for Intraperitoneal Fibroids 
Obstructing Labour. 


K. I. Sanes (Amer. Journ. Obstet., Jan. 1910) records a successful case of this 
nature. He considers abdominal Cesarean section is not so good an operation as 
the one he describes, in cases when the obstructing fibroid is either pedunculated or 
sessile and in such a position as to ensure the complete control of the vascular 
supply. He thinks that even if the conditions be found unsuitable after the 
colpotomy, the work done does not imperil the patient’s chances, and in fact forms 
part of the abdominal operation. 

For advantages he claims that (a) the child is delivered through the normal 
canal; (b) the uterus is saved; (c) post-operative shock is milder; (d) the mortality 
should be lower; (e) the mother’s functions are preserved; and (f) convalescence is 
shorter. 


A description of the author’s technique follows. J.B. B. 


The Treatment of Neglected Cross-births. 

E. Herz, Rzeszow (Zentralbl. f. Gyn., 1909, No. 50), on an experience of 
189 embryotomies recommends, as the only orthodox operation, the division of the 
spinal column of the foetus, of course, after evisceration. He uses Nagel’s perforator 
and Braun’s hook, and there was no question of spondylotomy or the extraction of 
the doubled-up foetus except in desperate cases. Herz discards Kiistner’s trachiotome 
and Siebold’s scissors as too difficult to manipulate, moreover as too dangerous. 


Premature Detachment of Normally Placed Placenta. 

M. T. Goxpstine (Surgery, Gynecology and Obstetrics, February 1910) advocates 
delay in emptying the uterus in cases of accidental hemorrhage, until (1) the patient 
has rallied from the shock of the initial hemorrhage; (2) the uterus begins to act 
rhythmically and strongly. Meantime further hemorrhage should be prevented by 
properly applied vaginal tampons and abdominal binder, and measures, of which 
infusion of salt solution is the most important, should be taken to combat the shock. 
Rupture of the membranes and leaving delivery to nature is only justifiable when 
the uterus is contracting vigorously and the os is fully dilated. MoHoP. 


The Value of Blood Cultures in Puerperal Infections. 

Gukniot (Ann. de Gyn. et d’Obstét., Dec. 1909) gives the results of 9 cases of 
puerperal infection in which cultures were made from the blood. In 6 cases no 
growth of organisms took place, although one of these patients was moribund when 
the culture was made. Of the remaining three cases, two showed streptccocci in 
pure culture and one a mixed infection of staphylococci and bacilli. One of the two 
streptococcal cases recovered. 

Caruata got no growth in 4 cases out of 9 cultures; of these 4 patients, 2 were 
very ill, and one died. Of the remaining 5 cases, streptococci were found three times 
and staphylococci twice. One streptococcal case recovered, one died, and the third 
died of tuberculosis three months later. One staphylococcal case did well and one 
died of embolism after the septicemia had apparently quieted down. C.W. 
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Acute Thyroiditis during Puerperal Infection. 
Leckne and Merzcer (Ann. de Gyn. et d’Obstét., Feb. 1910) report a case where 
a patient was plugged with a septic vaginal plug for post-partum hemorrhage. 
Fever ensued the same night, and the usual complications were present during the 
fortnight following. 

The day after delivery pain was noticed in the neck and a swelling appeared 
a few days later. She had never before noticed any thyroid tumour. Twenty- 
seven days after delivery the thyroid was drained and streptococci cultivated from 
the pus. The patient did well. Eight other cases are quoted, three being fatal. 

Cc. W. 
The Occurrence of Lactose in the Urine during Pregnancy. 

GerarpD and Our (Ann. de Gyn. et d’Obstét., Jan. 1910) report the result of their 
observations in 41 cases. The analyses have been made at all periods of pregnancy 
but mostly during the week or fortnight before delivery, as lactose is said to be most 
frequently found at that time. The method employed was one originated by Bierry. 
Excess of nitrate of mercury is added to the urine and the excess removed with 
powdered zinc; phenyl hydrazine and acetic acid are added, and the mixture heated 
on a water bath for five minutes. It is then filtered to get rid of resins, and the 
filtrate again heated for an hour. On cooling the ozazones are collected and washed 
successively with water, benzene and ether till colourless. The ozazones, thus 
purified, are treated with acetone and water which dissolves lactozazones but not 
glucozazones ; thus the filtrate, on evaporation, deposits crystals of lactozazone which 
can be examined with the microscope. 

By this method lactose was demonstrated in 12 per cent. of the cases, viz., 5 out 
of 41. The authors point out that other observers have obtained a higher percentage 
but explain the difference in the figure obtained by differences in the technique 
employed. In two cases lactose, although present earlier in pregnancy, disappeared 
during the last-month. The quantity and persistence of lactose in the urine appears 
to bear no relation to the degree of mammary activity. C. W. 


The Involution of the Puerperal Uterus. 

J. R. Goopatt (Amer. Journ. Obstet., Dec., 1909) publishes a preliminary report 
of work which he is now doing in Berlin on this subject. The investigation is 
principally into the circulatory changes, though the uterine elements proper have 
also been under consideration. The uteri of 80 patients have been examined, 6 of 
whom died at varying times within 10 months of labour. Eleven were nulliparous 
and 33 multiparous. The remainder had not reached puberty, and hence were 
disregarded in this research. 

There is a minute description of the histology of the nulliparous, multiparous and 
puerperal uterus, and after comparing his results, the author reaches the following 
conclusions :— 

1. That the uterus renews all its arteries after each pregnancy, the renewal 
always consisting in the building of a new vessel within the lumen of the old one. 
In the case of a small vessel being built within one of very large calibre, i.e., vessels 
that supply the placenta, the new vessel will have three completely new coats. In 
the case of a vessel which only has to reduce its calibre slightly, i.e., ordinary vessels 
which do not take part in the placental supply, the new vessel will build for itself 
a new intima and incorporate as much of the media of the old vessel as is required 
to complete its wall. 

2. The walls of the old vessels, which have become superfluous slowly undergo 
in normal cases destructive changes, and are completely absorbed. 

3. Under the influence of advanced age or disease the destruction and absorption 
may be very incomplete. 

4. The differences between the parous and nulliparous uterus arise out of the 
incompleteness of destruction and absorption of the waste products. 








348 Journal of Obstetrics and Gynecology 


5. In exceptional cases the healthy parous uterus may so closely resemble the 
nulliparous uterus (microscopically) as to be indistinguishable from it. 

6. The changes in the walls of the vessels of the uterus are closely allied to those 
about the atrophic corpus luteum. 

7. In later years, and under the influence of disease, the more highly specialized 
tissues have a strong tendency to be replaced by less specialized tissue, e.g., muscle 
by elastic tissue. 

8. The arteries of the cervix undergo the same changes as those of the uterus. 

9. The veins of the uterus and cervix are everywhere reduced by a growth of 
hyaline tissue in their walls and not by organization of clot. 

10. Normally this hyaline growth is replaced by muscle; while later, in the case 
of very large vessels, it becomes formed into bundles constituting new uterine muscle 
fasciculi. 

11. In age and disease this hyaline tissue is replaced by elastic tissue, either 
wholly or in part. 

12. Syncytial cells play no part whatever in the production of these venous 
changes. 

13. The large colourless masses found in the mucosa of the uterus of women who 
have borne children are the remains of atrophic elastic tissue, and not of crganized 
blood-clot. The unabsorbed dead tissue masses may remain at least ten months, and 
probably very much longer, and are the most positive signs of a previous pregnancy. 

14. When elastic tissue of the parent vessel remains unabsorbed it becomes either 
atrophic or hypertrophic; and the latter, unless disturbed by a subsequent pregnancy, 
will remain throughout the woman’s life and constitute the so-called sclerosis of 
pregnancy. 

15. This unabsorbed hypertrophic elastic tissue may arise from the elastica interna, 
or from the elastic tissue of the media and adventitia, or from elastic tissue invading 
the inter-arterial space, or from all sources combined. 

16. The muscle cells of the parent media undergo fatty degeneration at an early 
date in the process of involution, as do the superfiuous cells in the inter-arterial space 
and those which replace the coagula in the placental vessels. 

17. The muscular cells of uterus and cervix undergo fatty degeneration with 
subsequent slow absorption of the fat. 

18. Fibrous tissues undergo hyaline degeneration with slow absorption of the 
hyaline substance. 

19. Many of the muscle fibres of the uterus disappear completely, especially the 
media of the larger arteries. J. B.B. 
Incontinence of Urine following Labour. 

G. B. Miter (Surgery, Gynecology and Obstetrics, January 1910) writes of those 
cases in which there is an involuntary escape of urine, on making any effort, such as 
laughing or coughing, which raises the intra-abdominal pressure. It is common in 
multipare during the early days of the puerperium; occasionally it is long continued 
or permanent. There is no single constant cause. The widely varying opinions of 
several observers, as to the pathological anatomy of the condition, are given. These 
comprise (1) sagging of the whole urethra, due to dislocation of its bladder portion 
from the under surface of the pubic arch (Skene, Baldwin, Dudley); (2) conical 
dilatation of the posterior urethra, whereby its length is diminished and its sphincter 
overstretched ; this is brought about by prolapse of the anterior vaginal wall carrying 
the posterior urethral wall away from the anterior, which is firmly attached to the 
pubic arch (Scanzoni, Fritsch, Kolischer) ; (3) dilatation of the whole length of the 
urethra (Pousson); (4) paralysis of the sphincter as a result of injury to its nerve 
supply (Glas); (5) actual loss of the sphincter muscle, as a result of sloughing 
(Stoeckel). More than one factor may be present in any one case. Various operations 
have been devised to meet the varying forms and degrees of the lesion. Dudley 
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excises a horse-shoe shaped area of mucous membrane from the vestibule and vagina, 
between the meatus and clitoris, and along each side of the whole length of the 
urethra; the urethra, drawn forwards and stretched laterally, is stitched to the outer 
edge of the raw area. The urethra is thus sharply bent, and, by means of the lateral 
tension, its anterior and posterior walls are brought into close apposition. Pawlik 
had previously performed a similar operation, but in two stages, to lessen the risk 
of necrosis. Albarran frees the urethra by dissection, narrows its lumen by two 
sutures, placed on the anterior and posterior surface. An incision is made from the 
meatus to the clitoris and a flap is dissected back on each side. The meatus is 
advanced and fixed just under the clitoris; the two flaps are then sutured together 
on the superficial aspect of the urethra. Gersuny twists the urethra, in order to 
produce spiral folds in its mucous membrane and so markedly lessen its lumen. A 
guide ligature is inserted into each lateral lip of the meatus. The whole of the 
urethra, including the meatus is then dissected free. By means of the ligatures the 
urethra is rotated until a very small catheter can just be made to pass. It is then 
sutured in its new position. To avoid necrosis, Gersuny did his first operation in 
three stages, rotating the urethra 180°, 90° and 180°, that is, in all 14 times. Various 
surgeons have reported successful results from this operation, even when the urethra 
has been rotated up to 360° at one operation. Pousson has combined Pawlik’s and 
Gersuny’s operation. Frank removes an area of vaginal mucous membrane over the 
urethra, and, in suturing, he gathers up the muscle of the urethra so as to narrow 
the internal urethral orifice. Miller himself advocates the Frank operation, combined 
with anterior and posterior colporrhaphy in cases where there is a relaxed vagina. 
In cases of marked dilatation of long standing Gersuny’s operation probably offers 
the best hope of cure. Suitable cases of slight degree have been successfully treated 
by milder means, such as application of the galvanic current, use of a pessary and the 
injection of paraffin around the urethra. M. H. P. 


Retention of the Placenta by a Fibroid. 

BauMGARTNER and Movre (Ann. de Gyn. et d’Obstét., Feb. 1910) give an account 
of a case in which hysterectomy was successfully performed for this complication of 
labour. 

The patient was aged 40, one miscarriage 14 years previously. On April 23 1909 
a 4} months’ miscarriage occurred, but the placenta did not come away; the vagina 
was plugged because of hemorrhage, and 64 hours later she was admitted to hospital. 
Efforts to remove the placenta were not successful owing to a sessile fibroid in the 
lower segment of the uterus which prevented the passage of the fingers. Operative 
procedures by the vagina were contraindicated owing to the septic condition of the 
plug which had been put in the vagina. ‘Total abdominal hysterectomy was 
performed and the patient did well. The uterus weighed two pounds and the 
placenta appears to have been morbidly adherent to the uterine wall. Cc. W. 


Hydatid Cyst and Puerperium. 

MM. Bonnatre et Merzcer (Bull. Soc. dObstét. de Paris, Dec. 16 1909).—This 
is a report of a case of a hydatid cyst causing obstruction to labour from its situation 
low in the stomach and hence necessitating Cesarean section followed by a febrile 
condition manifesting a state of echinococcemia. The search for the passage of the 
hydatid anti-bodies from the mother to the foetus gave a positive reaction in the 
case of the blood of the mother and a negative reaction in the case of the blood of 
the new-born child. B.G. 


Bi-cephalic Monster. 

Doterts (Soc. d’Obst. de Gynéc. et de Peed. de Paris, Jan. 1910, p. 15) reports a 
fatal case of labour obstructed by this abnormality. Attempts at removal by the 
vagina had failed and the uterus was found to be ruptured. The abdomen was 
incised, the monster was removed, and subtotal hysterectomy was then performed. 
A full anatomical description of the monster is given. aR: 













































































































































































Journal of Obstetrics and Gynecology 


REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 


Meeting held February 10, 1910, the President (Dr. MacnavGHToNn-JONES) in the 
Chair. 


Dr. Witu1AM ALEXANDER read a short paper on 


Post PeriroNEAL H©MATOCELE COMPLICATING A LARGE UTERINE FisRo1D—OPERATION— 
CurE, 
in which he described a large hematoma extending over the front of the spinal 
column and between the layers of the mesocolon as far up as the hilum of the liver. 
The broad ligaments did not contain any blood when this was first discovered, just 
after the removal of the fibroid, but they gradually filled up with blood from above. 
It was thought to be due to the pre-operative rupture of a vein and gradually 
increasing venous hemorrhage, which possibly had been going on for two weeks 
before operation. 
Dr. Hastincs Tweepy read a paper on the 


Mopern Metnops or DELiveRY IN CONTRACTED PELVIs. 


He remarked that methods are now precise, if they are based on an accurate 
knowledge of the size of the pelvis in any given case. This accuracy cannot be 
ensured by Miiler’s method, or by an estimation of the true conjugate from the size 
of the diagonal conjugate. 

Skutsch’s pelvimeter, in the hands of an expert, can be made to give measure- 
ments accurate to within the sixth of an inch, and treatment should, therefore, be 
based on its findings. 

He divided contracted pelves into five degrees. The first four are separated from 
each other by half-inch measurements in the true conjugate, and the fifth degree 
comprises all pelves less than 24 inches in the conjugate diameter. Generally 
contracted pelves should be considered worse by half an inch than those with simple 
flattening. 

A child of abnormally large size can pass uninjured through a normal pelvis; 
therefore a full-sized foetus may pass through a contracted pelvis of the first or 
second degree. 

In contractions of the first and second degree normal delivery should be 
anticipated. With such contraction a woman may be expected to deliver herself 
naturally, and interference is only warranted when complications arise. 

For such cases prophylactic turnings or induction of premature labour are never 
indicated. 

In contraction of the third degree classical Cesarean section is the operation of 
choice, provided the patient is seen early in labour and carries a living child. 
When performed under favourable circumstances it can be relied upon for the 
delivery of a living child without subsequent harm to the mother, as exemplified by 
a total absence of omental or intestinal adhesions, by complete absorption of buried 
silk sutures, and an absence of visible mark in the uterus to point to the site of 
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incision. All these signs can be verified on patients who have to undergo a 
subsequent Cesarean section. 

When such a contraction is encountered in a woman advanced in labour, sub- 
cutaneous pubiotomy is an ideal procedure. If the special instruments required for 
its performance are not available, symphysiotomy yields almost as good results. 
With both the hemorrhage is slight, convalescence should be uneventful and painless ; 
the patients are able to turn themselves on the third day, and walk unaided from 
the seventeenth day. 

For contractions of the fourth degree and under, neither of these operations is to 
be considered, and in such cases the extra-peritoneal Cesarean section is the 
operation for choice when the classical Cesarean section is not indicated. 

He summed up his remarks as follows :— 


1. Induction of premature labour is never advisable. 

2. Perforation is not permissible unless the child is dead. 

3. Version should never be employed as a treatment for contracted pelvis, but 
may still be performed for complications of labour, such as prolapse of the cord, when 
associated with contractions of the first and second degree. 

4. In the greater degrees of contraction time should not be wasted in an 
endeavour to obtain natural delivery. 

5. In lesser degrees ample time should be given the woman to enable her to 
deliver herself, if possible. With the first appearance of foetal or maternal distress 
operative delivery must be undertaken. 

6. High forceps should never be applied until preparations are complete for 
enlarging the pelvis, when they may be tried tentatively. 

7. In all obstetrical operations the best results cannot be obtained unless gloves 
are worn. 

8. Finally, it is only a matter of a short time before it will be considered criminal 
to perforate the head of a living child, and even to permit one to die because of 
delay in delivery, or from obsolete methods, will rightly be condemned. 


Dr. F. H. Cuampneys said that there were certain propositions in this paper which 
were at variance with his present opinions. For instance, the absolute condemnation 
of the induction of premature labour. This in suitable cases had always given him 
good results. Then the results of symphysiotomy and pubiotomy related by Dr. 
Tweedy struck him as being exceptional. He had read of all sorts of disasters, 
injuries to the soft parts, to the bladder, trouble with union, and a not inconsiderable 
mortality, both foetal and maternal. Moreover the limits of their application were 
quite narrow. Up to the present time he had treated cases of contracted pelvis 
by the induction of premature labour and Cesarean section, and had been well 
pleased with the results. 


Dr. G. Herman was interested in Dr. Tweedy’s commendation of Skutsch’s 
pelvimeter; he had used the instrument but had not had much success with it. He 
could not agree with Dr. Tweedy in regarding the size of the child as a negligible 
factor; he regarded it as of much importance as the measurement of the conjugate. 
He had found it generally easy to judge of the relative size of the head and pelvis 
by pressing the head down into the pelvic brim from the abdomen, although he 
admitted it was not always so. Acceptance of Dr. Tweedy’s views involved accept- 
ance of one or two propositions—(1) that the mortality of Caesarean section was not 
greater than that of delivery through the natural passages; or (2) that the life of 
the child was to be considered before that of the mother. With regard to the first 
the most recent statistics of Caesarean section gave a mortality of 8 per cent.; as to 
the second, he thought the life of the mother was always to be preferred to that of 
the child. Dr. Hastings Tweedy put side by side the two operations for widening 
the pelvis—symphysiotomy and pubiotomy—as about equal in difficulty. It was 
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evident from this that he was not acquainted with subcutaneous symphysiotomy. He 
could not imagine anyone acquainted with this operation preferring pubiotomy. The 
real objection to methods for widening the pelvis was that for their safe use it was 
necessary that the relative size of the head and pelvis should be determined with 
great accuracy. 


Dr. H. Spencer, on the question of the induction of premature labour, disagreed 
absolutely from the writer of the paper, and did not think that any evidence had 
been brought forward for pubiotomy as a substitute for induction, whatever might be 
said for it as an emergency operation during labour at term. He could not allow 
that induction of premature labour was an obsolete operation; he had been practising 
it for 23 years, and was strongly in favour of it, nor had he ever seen any bad 
results to the mother. In view of the results he had personally obtained he held 
strongly that the induction of premature labour was an admirable operation, simple 
of execution, free from risk to the mother, and giving fairly good results in the 
case of the children. He had never performed symphysiotomy or pubiotomy, 
preferring the induction of premature labour or Cesarean section in clean cases. In 
really infected case any of these operations, pubiotomy included, was attended with 
great risk to the mother. He agreed with Dr. Herman that the interest of the 
mother should come first. In the interests of the child, and in many cases in the 
interests of the mother, too, Cesarean section was better than pubiotomy. Dr. 
Tweedy had said nothing of any ill-effects to the mother, although records of such 
ill-effects exist in abundance. In the 510 cases of pubiotomy collected by Schaffli, 
hematoma was observed in 17 per cent., severe tears in 15°4 per cent., and of these 
12°6 per cent. died, injuries to the bladder in 12 per cent., thrombo-phlebitis in 
8 per cent. Of 120 cases investigated later hernia through the gap of the bone was 
found in 75 per cent., prolapse of the vagina in 24 per cent., chronic incontinence 
of urine in 4 per cent., while of the mothers 4°9 per cent., and of the children 
9°6 per cent. died. 

In 117 cases of premature labour von Herff had had one maternal death, and 
80 per cent. of the children left the clinic alive. The results of 53 cases of 
pubiotomy in Bumm’s clinic given by Kremer showed that in over 3 per cent. the 
bleeding was profuse, and in five cases hematoma, cedema and thrombi occurred. 
In 12 spontaneous deliveries there were three unimportant injuries to the soft parts, 
and the bladder was injured three times by the needle and healed spontaneously, 
while in the remaining 41 women delivered artificially there were seven injuries of 
the bladder or urethra, and in 19 cases the soft parts were extensively torn by the 
bone; only one mother died, but 54 per cent. had fever in the puerperium, while 
86°6 per cent. of the children survived. With such results in Bumm’s clinic he did 
not think that Dr. Tweedy was justified in recommending pubiotomy as a safe and 
simple method of delivery for the general practitioner. 


Dr. T. W. Even gave the results of the induction of premature labour in 101 cases 
at Queen Charlotte’s Hospital. The time for the induction of the labour was 
determined by Miiller’s method, and he thought that this method fulfilled all the 
requirements. Krause’s method of induction was employed, and the fcetal mortality 
was 13 per cent. In five-sixths of the cases the induction was performed at or later 
than the thirty-sixth week, and the average weight of the infants at birth was 
5-54 pounds. There was no maternal mortality. Of the cases of contracted pelves 
which went to term 42 were delivered spontaneously, with a foetal mortality of 
4°7 per cent. In 74 cases in which the conjugata vera was 34 inches or more, and 
which were delivered by forceps at term, the foetal mortality was 18°7, and there was 
no material mortality. During the same time 35 cases were operated upon by 
Cesarean section with a foetal mortality of 11°4 per cent. and a maternal of 5:7 per 
cent. No doubt if the operation had been performed late in the second stage of 
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labour the mortality would have been higher than this. Neither symphysiotomy nor 
pubiotomy had been performed during this period. The results of induction of 
premature labour compared so favourably with the alternative methods of procedure 
that he was not inclined to abandon the operation. Further than this it was 
important for teachers of obstetrics to retain and to teach the simpler methods so 
long as they yielded good results. 

Dr. W. S. A. Grirrits said that induction of premature labour and symphysiotomy 
or pubiotomy each had its own sphere of usefulness, and was not to be condemned. 
He was not, however, prepared to accept the teaching that in all cases where the 
foetal head would not pass through the brim that symphysiotomy or pubiotomy was 
necessarily the best and, indeed, the only good method of treatment. 

Dr. MAcNAUGHTON-JONEs said it was essential, in order to arrive at a satisfactory 
conclusion as to the relation betwen the size of the child’s head and that of the 
pelvis that an anesthetic should be given and Miiller’s method employed. He was 
strongly in favour of the induction of premature labour, and he thought that version 
should be employed in a certain small number of cases as an alternative to forceps; 
the operation should, however, be performed with the membranes unruptured and 
the cervix fully dilated. There was no more dangerous operation than the application 
of the high forceps to the head not engaged in the brim. He considered the day of 
perforation of a living child’s head was past. He did not think that any method of 
instrumental pelvimetry could ever supersede the use of the hand properly employed. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAXCOLOGICAL SOCIETY. 


Annual Meeting held at Manchester, Friday, January 21, 1910, Dr. J. W. Martin in 
the Chair. 


Dr. W. K. Walls (Manchester) was elected President, and Dr. W. Fingland 
(Liverpool) Treasurer, for the year 1910. 
Mr. R. Favett (Sheffield) showed a 


Large Solid Ovarian Tumour, 
which he had recently removed from a girl of 15, who had never menstruated. . 
There was a little ascites and some omental adhesions. Microscopically, the growth 
was a papillary adeno-carcinoma. 

Drs. Donatp and Grimspate doubted if the tumour, in spite of its microscopical 
appearances, would prove to be malignant. They had removed precisely similar 
growths from girls of 7 and 18 years respectively, several years ago, and in neither 
case had there been a recurrence. 

Dr. W. E. Fornereitt (Manchester) showed an example of 


Ruptured Cornual Pregnancy, 


consisting of a foetus, 4 inches long, and a thick-walled ruptured gestation sac, the 
size and shape of a large hen’s egg. The patient had borne four children in the left 
cornu of the uterus, and then pregnancy in the right cornu led to its rupture, which 
demanded an “emergency” operation. The cornu was excised by a V-shaped 
incision, the ovary and tube being left. The patient is now again four months 
pregnant. 
Dr. ForHercitt also showed the 
Corpus of a much Hypertrophied Uterus 


removed from a woman of 43, who had not been pregnant for six years. Hemorrhage 
of a month’s duration had caused profound anemia. The uterine wall was 14 inches 


23 
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thick. The hyperplasia was shared in due proportion by the endometrium .and the 
muscle, whose blood-vessels were not more thickened than is usual in women of the 
patient’s age. The glands, stroma and vessels of the endometrium were normal. 
Dr. Fothergill protested against the use of the name chronic metritis in cases of this 
kind, which were commonly found in patients who had no history, no symptoms, no 
physical signs and no physical change indicating the existence, at any time, of any 
infective or inflammatory process. 
Dr. GrIMspDALE (Liverpool) recorded his experiences with a case of 


Uretero-Vesico-Vaginal Fistula, 


in order to indicate the advantages of the finest silk over catgut, as a suture material, 
in such cases. The patient was a virgin of 24 years. Another surgeon had removed 
a ureteral calculus by the vaginal route, the fistula resulting. Several plastic opera- 
tions, in which catgut was used, failed, leakage always occurring on or after the 
fifth day. On one occasion fine Japanese silk, number 0000, was used, and the 
fistula was reduced to a pin-hole. An attempt to close this with catgut failed, and 
a large fistula resulted. Finally, the silk was again used, and with complete success. 
Dr. Grimsdale believes that coarse catgut tears the sodden and delicate structures, 
whilst fine catgut is absorbed too quickly. 

Dr. A. W. W. Lea and Dr. A. J. Wattace pointed out the advantage of using 
Schuchardt’s paravaginal incision, to facilitate getting at such a fistula, when the 
vagina is very small. 

Dr. Lioyp Roserts (Manchester) reported a case in which a woman of 39, 
suffering from metrorrhagia, had noticed gradual enlargement of the abdomen for 
twelve months. Two months before operation an attack of severe left-sided abdominal 
pain occurred. A very tender cystic swelling was felt on the left side of the large 
fibroid tumour. Torsion of the pedicle of a large fibro-cystic uterine tumour was 
suspected. On opening the abdomen an ovarian cyst, with twisted pedicle and 
necrotic wall, was found. The fibroid uterus was also removed. 

Dr. W. FietrcHer SHAw (Manchester) exhibited a 


Uterine Fibroid which had Undergone Red Degeneration. 


It had been removed, by Dr. W. K. Walls, from a nulliparous woman of 39. The 
tumour was a rapidly growing one, and there had been malaise, raised temperature 
and quickened pulse for two days. Progress was favourable until the ninth day, 
when the temperature rose to 102°; two days later it reached 105°, and this was 
accompanied by a rigor. Acute endocarditis was diagnosed by a physician, and 
anti-rheumatic serum was used, though no cultures could be obtained from the blood. 
She eventually made an excellent recovery. Microscopically, the tumour showed an 
enormous number of small thin-walled blood-vessels, many of which were thrombosed, 
the others being engorged with blood. No micro-organisms were found by micro- 
scopical examination. Cultures could not be made owing to the presence of preserva- 
tive fluid. 
Dr. Biatr Bett (Liverpool) showed a 





Bicornute Uterus, 
with a cystic ovary on one side, and a fibroma of the ovary, with a large cyst of the 
hilum, on the other. 
Dr. A. Stooxes (Liverpool) showed some specimens of 


Fetal Deformities, 


including one of cervical spina bifida, which had presented by the brow, and one of 
cyllosomus, with which had been associated hydrorrhcea for 24 months, and also a 
partial placenta previa. 
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Meeting held at Liverpool, February 18, 1910, the President (Dr. W. K. Watts, 
Manchester) in the Chair. 


Dr. J. E. Garner (Preston) read notes of a case in which he had remvoed 


Two Larce Sotip Ovarian Tumours 


from a woman, ext. 28. She was suffering from abdominal pain and vomiting, and 
there was some loss of flesh. The abdomen contained much ascitic fluid, but there 
were no adhesions. The pathologist was of opinion that the growths were endo- 
theliomata rather than carcinomata, and probably of secondary origin. A month later 
a large quantity of ascitic fluid was removed, and a solid mass could then be felt 
above the umbilicus. This had not been noticed at the operation. Death occurred 
two months after the operation. 
Dr. J. H. Witxerr (Liverpool) showed a uterus containing a 


Necrotic Submucous Fibroid 


which was in process of spontaneous expulsion. He had removed it from a 
multipara, et. 31, who for 12 months had had profuse menorrhagia accompanied by 
labour-like hypogastric pain. At one time the passage of some solid pieces of tissue 
had suggested to her doctor the possibility that the uterus might contain a mole. 
But, on microscopical examination, the pieces proved to consist of necrotic muscular 
tissue. There was a thick muco-purulent discharge, so total hysterectomy was 
performed. 
Dr. R. M. Lirtter (Southport) reported a case of 


Traumatic Rupture of a Uterine Fibroid, 


with intraperitoneal hemorrhage. The patient, a spinster, wt. 48, had noticed a 
gradual increase in the size of her abdomen for four or five years. Menstruation had 
always been regular, though scanty, and, until the last three years, attended with 
severe pain. She had not consulted a doctor. One evening she tripped and fell 
heavily on the asphalte walk. She was seized at once with severe abdominal pain, 
but was able to walk home, a distance of 100 yards. She felt very faint, vomited, 
and had an urgent desire to go to stool. Severe pain continued all night. Early next 
morning a doctor was summoned. He gave her morphia hypodermically, and sent 
her to the Southport Infirmary, where Dr. Littler, acting on a provisional diagnosis 
of ruptured ovarian cyst, at once opened the abdomen. It contained a large quantity 
of free blood, a pint at least. A large pedunculated, subserous fibroid, presenting a 
lacerated wound, 3 inches long, on its anterior surface, was quickly removed. 
Recovery was uninterrupted. The tumour weighed 6}lbs. The laceration was super- 
ficial, but involved a large vein. 
Dr. J. E. Gemmett (Liverpool) reported (1) a case of 


Pregnancy Complicated by Acute Intestinal Obstruction. 


The patient, when 5 months advanced in her first pregnancy, was seized with 
abdominal pain and repeated vomiting; in 48 hours the latter was fecal in character. 
The obstruction was found to be caused a band, as large as a Fallopian tube, which 
ran between the back of the uterus and the right broad ligament, and constricted the 
ileum some six inches from its lower end. This and some smaller adhesions were 
divided. The vermiform appendix was represented by a blunt stump, half an inch in 
length, and free from adhesions. During childhood and adolescence the patient had 
had several attacks of obscure abdominal illness. Labour, which had commenced 


before the operation, terminated the same evening. Convalescence was uncomplicated. 
(2) A case of 
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Pregnancy, at Seven Months, Complicated by Appendicitis. 


Spontaneous premature labour occurred, and the bowels, which had not been opened 
for seven days, acted normally next day. For three days the patient was much 
better, then pain re-commenced, the temperature rose, and a week later a large 
swelling, extending from the right Poupart’s ligament to the costal margin, was 
found. On exploration this was found to consist of a suppurating ovarian dermoid 
cyst below and a large appendicular abscess above. A drainage tube was placed at 
each end of the wound. The patient made a good recovery. 

The following specimens were also shown :— 

Dr. A. Curr (Sheffield) : Ovarian Cystic Teratoma removed from a girl, et. 10. 

Dr. A. J. Wattace (Liverpool): 7’hree Solid Ovarian Tumours. 


Dr. H. Briaes (Liverpool): A Uterus, containing a Large Mushroom-shaped 
Adenoma, removed from a patient, xt. 73. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting held Wednesday, January 12, 1910, Dr. Hautrain (President) in the Chair. 


The Prestpent showed a 7'wisted Pedicle Sub-peritoneal Fibromyoma of Uterus 


with double Fibromata of the Ovary; and a Suppurating Dermoid with Intrapelvic 
Uterine Fibromyoma. 


Dr. J. W. Battantyng showed a Small Uterus with Fibroids, which had been 
incarcerated in the pelvis and caused symptoms of obstruction of the bowels; an 
Ectopic Gestation with Hamatosalpinx of the other side; a copy of the 1601 (lst ?) 
edition of Scipio Mercurio’s Za Commare; 2nd edition (1642) of Za Commare; 


a 2nd edition (1545) of Raynalde’s Byrth of Mankynde, kindly lent by Dr. Storey 
of Belfast. 


Mr. E. 8. Carmicuagt showed a Villous Papilloma of Bladder, removed by 
vaginal cystotomy; Uterus, removed by hysterectomy for cedematous submucous 
fibroid with hydrometra. 


The discussion on Dr. J. W. BaLLantTyNg&’s paper on 


Tue Rationat PurrPerium 


(read at last meeting) was resumed. 


Mr. Barsour welcomed this important contribution to the discussion of a subject 
which their President had brought before the Society by his suggestive paper. 
Dr. Ballantyne’s review of the literature of the subject showed that it was the 
revival of a method which had been advocated before, but had not then 
commended itself. While there was no doubt that in theory the method was 
good, it being obvious how the semi-recumbent posture would favour drainage 
and the return of the uterus to its proper position, the wisdom of adopting 
it must be tested by the results in practice. For patients of the working class there 
were obvious risks in letting them out of bed too soon, unless they were under 
hospital control. He thought data obtained as to the position of the uterus on the 
patient’s discharge from hospital were of little value unless controlled by observations 
made six months later. He had not formed an opinion as to the value of the 
exercises (liege gymnastik), but Dr. Ballantyne’s results showed the value of them. 
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In the management of patients in the Maternity Hospital he had adopted a middle 
course, allowing normal cases to get up on the fourth or fifth day. 

Dr. James Ritcwie said that although in many women maternity might be 
described as a physiological process, in very many, especially those of the better 
classes, the process was dangerously near the pathological, even in uncomplicated 
labours. Such patients were not good judges of the amount of liberty which they 
might take. Formerly patients had been kept too long and too strictly at rest, and 
that to their disadvantage. The use of an abdominal binder was physiologically 
correct because it gave to the abdominal contents that support which the lax parietes 
could not afford under the suddenly changed conditions. Most women expressed 
themselves comforted after its application. The use of a pad was indefensible. If 
the uterus was not contracted and retracted the woman should not be left. For some 
years he had allowed patients to move freely from side to side immediately after 
confinement. If they could not use the bed-pan they were allowed to sit in bed to 
empty the bladder. He allowed the patient an increased liberty in bed in proportion 
to the rate of involution of the uterus. He did not approve of routine douching of 
the vagina. Douches were necessary in exceptional cases. For a cleansing douche he 
preferred sterilized water to antiseptics because he believed that the latter diminished 
the natural protective power of the vaginal secretion. He thought that the principles 
advocated by Dr. Ballantyne were founded on a more scientific basis than those 
recommended by Dr. Haultain, whose paper he had read with much interest. 
Although he had no actual experience of the gymnastic movements, he felt inclined to 
give them a trial in his private practice. 


Dr. Lamonp Lacks doubted whether the exercises as described did any real good. 
He thought that patients would be liable to catch cold while performing them. He 
was inclined to advocate massage rather than active movements. He had adopted 
“early rising” in his practice and had found entire satisfaction in it. 

Dr. Porter criticized Dr. Ballantyne’s statements as to the frequency of prolapse 
in the women of Java, who rise early in the puerperium. He thought that 
blood-pressure and pulse records were of no value unless compared with similar 
records taken under other conditions. He thought that the proportion of phlebitis 
was equal in those who rose early and in those who did not, and that embolism 
occurred as often in recumbent patients as in those who rose early. 

Dr. Armour asked what authority obstetricians had for the 14 day rule. He 
thought patients should be allowed to please themselves, and personally he had 
changed his routine from a 14 days to 3 days lying-in period. 


Dr. NicHotson emphasized the value of the “puerperal pill” (of ergot, digitalis, 


quinine and nux vomica) as aiding the expulsion of any blood-clot, membranes, etc., 
from the uterus. 


Dr. Hate Fercuson held to the opinions he had expressed when Dr. Haultain’s 
paper was read in July. He disapproved of early rising. The immediate results in 
both methods were the same, but they saw the remote results in the poorer classes 
who had to rise earlier, and in whom prolapse was much more common than in the 
leisured classes. He considered that this was due to early rising. He did not think 
the patient’s wish should be allowed to influence the obstetrician. He believed the 
puerperal pill was of value when the patient was not nursing. 


The Prestpent thought that much depended on whether one regarded pregnancy, 
labour and the puerperium as physiological or pathological. He regarded the 
puerperium as physiological, and therefore saw no reason for many days in bed. 
Since his paper in July he had had 25 cases in private, of whom 20 got up on the 
third day and felt better than in previous confinements. Two would not rise—one 
had had a very large child, and she lay in bed and prolapse developed. The other 
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had heart disease and placenta previa with post partum hemorrhage. He did not 
regard prolapse as a result of early rising, and thought that Dr. Ferguson’s comparison 
was at fault, in so far as he did not take into consideration the fact that one saw 
many more patients in hospital than in private. He had had no cases of phlebitis or 
embolism. He thought exercise in the horizontal posture did good in giving tone to 
the abdominal muscles, but tended to push the uterus backwards, whereas the vertical 
posture tended to tilt it forwards. 


Dr. BaLLANTYNE, in replying, pointed out that in the discussion five Fellows were 
definitely adverse to early rising as against three in favour of it. He pointed out 
that the discussion was in no sense a duel between the President and himself. Both 
were attacking the old customary method of conducting the puerperium. If his 
paper had preceded Dr. Haultain’s he was sure that he would have been regarded as 
the Radical and Dr. Haultain as the Conservative in this subject. In reply to 
Dr. Lackie’s remarks, he pointed out that of course the covering during exercises 
varied with the climatic conditions. Massage required a nurse for each patient while 
“liege gymnastik ” only required one nurse for all. Prof. Kronig thought the exercises 
of value even after the patients had begun to get up. In reply to Dr. Porter, he 
pointed out that the observations on Javanese women had been made by two 
independent observers, Dr. Wagener and Dr. Gelhorn. He could not give comparative 
pulse and blood-pressure records as all his patients were under the one method of 
treatment, but he would be happy to compare these with any made in the future 
under Dr. Haultain’s system. With regard to the frequency of phlebitis, he had 
found two cases in 15 patients when he took over the hospital for his quarter. 
Replying to Dr. Armour, Dr. Ballantyne said he did not regard the puerperium as 
pathological, but only on the borderline. He thought most practitioners would agree 
that to make a sudden change from a 14 day lying-in period to a 3 days one was 
more dangerous than to change to 7 days plus exercises. He had given up routine 
douching, and regarded the exercises and the pill as an alternative means of stimulating 
the uterus. He had noticed in his private cases that many patients on the first day 
were full of the new idea and keen to rise, but on the third day their enthusiasm 
had evaporated and they were only too pleased to stay for a week more. In 
conclusion, he thought that there was a distinct advantage to be obtained by 
exercise in the puerperium, but that to obtain that by means of rising on the 
third day introduced an element of risk. He maintained that he got the same benefit 
without risk by movements in the horizontal position and letting the patient rise a 
few days earlier, say on the seventh or eighth day. 

Dr. H. 8. Davipson read a paper upon 


Ovarian EPILepsy, 


with a report of two cases successfully treated by operation. 


Meeting held Wednesday, February 9, 1910, Dr. Lackte (Vice-President) in the Chair. 


SPECIMENS. 


Dr. Rosertson showed a Baby illustrating the result of immediate operation 
for depressed fracture of the parietal bone caused during pregnancy. 


Dr. Hartc Fercuson showed Drawings illustrating a similar case. In both cases 
the incision had been extended over a suture, and a blunt director introduced through 
the suture under the bone, which was then raised up. 
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Dr. Forpyce showed (a) Large Ovarian Fibroma with cystic pedicle; (b) Sections 
showing Tubercle of the Ovary; (c) Large Uterus removed by vaginal hysterectomy 
for severe floodings after the menopause. 


Dr. Scorr CaRMICHAEL showed (a) Ovary and Tube strangulated in inguinal hernia 
sac of infant et. 4 months; (6) Villous Papilloma of Bladder removed by vaginal 
cystotomy ; (c) Uterus with Submucous Fibroid and Marked Hydrometra removed by 
supravaginal hysterectomy. 


Dr. Keay showed a Cystic Z'umour of the Ovary with complete twist of short 
pedicle. 


Dr. Scorr CARMICHAEL read a paper on 


VAGINAL Fixation FoR UTERINE DISPLACEMENTS. 


He had carried out this method of operation in twenty cases, eighteen of which 
were past the child-bearing age. Martin, in Germany, operated on younger women 
with no great risk to subsequent pregnancies. He himself had delivered two patients 
previously operated on without observing any departure from the normal in either 
case. He was of opinion that the dangers of the operation in regard to pregnancy 
and labour had been overstated. Anatomically there was nothing in the operation to 
interfere with the functions of uterus or cervix during pregnancy or labour. 
Martin’s technique was to make a vertical incision through the anterior vaginal wall 
(in cases of cystocele a diamond-shaped portion was excised), then to push up the 
bladder, and, opening the utero-vesical pouch, bring forward the uterus. Posterior 
adhesions if present frequently stretched sufficiently to permit the uterus to come 
forwards. The uterus at the junction between body and cervix was then fixed to the 
anterior vaginal wall. Fixation at a higher level of the uterus might interfere with 
the growth of the uterus in a subsequent pregnancy. 


Dr. Ranken Lyte condemned operative and pessary treatment alike. Except 
hemorrhage in some cases, all other symptoms in retrodeviations were neurasthenic in 
origin. Cystocele was the sequel of the continual straining of a neurasthenic patient. 
He thought Noble’s criticisms of its effects on pregnancy sufficient to condemn the 
operation entirely in young women. 


Dr. Haic Fercuson had obtained a number of cures by pessary treatment. 
During the child-bearing period ventro-suspension was the only safe operation if 
operative treatment was required. A heavy uterus, fixed to the vaginal wall at a 
point just above the isthmus, soon sagged back. To prevent this fixation had to be 
done at a higher level, with danger in subsequent pregnancy. Separation of posterior 
adhesions through an anterior incision was a dangerous practice and serious lacerations 
were liable to be caused. He was unable to see how the operation could benefit a 
prolapse or cystocele. In the latter condition he preferred Wertheim’s operation, in 
which the bladder is brought above the uterus. 


Dr. Forpyce said that prolapse was a descent of the anterior segment of the 
pelvic floor, and could not possibly be cured by vaginal fixation. 


Dr. Rircuie had an unfavourable opinion of anterior fixation. Could anyone give 
any information regarding posterior fixation? 


Dr. Lacxte referred to the frequency of the operation in Germany. He asked 
what the proportion of recurrences was. 


Dr. CaRMICcHAEL, in reply, quoted 35 cases of Martin’s in which there had been 
subsequent pregnancy. In 29, labour was normal, 5 had complications said to be 
unconnected with the operation, and one required Cesarean section. Diihrssen had 
reported 74 such cases; 65 were normal, and the remainder showed complications 
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unconnected with the operation. He could not regard cystocele as a sequel of 
neurasthenia. It was the primary condition and the symptoms were secondary. 
Anterior fixation kept the uterus in a position in which it rarely prolapsed, and 
so prevented its further descent. The operation was not suited for severe cases of 
complete prolapse. 


Dr. J. W. Keay read a paper describing a 


SrmpLe PERINEAL OPERATION AS USED IN CasEs OF Pronaprsus UTERI. 


The essential feature was the accurate approximation of the ends of the levatores ani 
by a simple method of suturing, which was illustrated by diagrams. In five cases 
the results had compared favourably with those in cases treated by other methods. 


Dr. Ranken Lyte said he never operated for incomplete perineal tear. Prolapse 
was not due to deficient support from the perineum but was a true ptosis, like 
movable kidney, resulting from neurasthenia. 


Dr. Haic Fercuson approved the method of suturing. He believed success in 
this operation depended on securing the levatores ani and the fascia covering them. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
Section oF OBSTETRICS. 
Meeting held Friday, January 14, 1910, The President (HENRY JELLETT) in the Chair. 


ExHIBiTs. 


Professor ALrrep SMiTH exhibited a specimen of Fibromyoma. The patient had 
come to him in October last greatly distended, with a note from the doctor 
stating that he had tapped her a week previously in order to enable her to come to 
hospital. The patient told him she had been in the hospital fifteen years previously. 
He looked up the record, and found she had come in with a tumour about the size 
of a four and a half months’ pregnant uterus. She had complained of no symptoms, 
menstruation was normal, she had no inconvenience whatever, and, according to the 
teaching then in vogue, he advised her to go home, as there was no reason for her to 
risk an operation. On the present occasion he did an exploratory operation to 
ascertain why there was such enormous distension. To his astonishment he found 
the tumour very little increased in size. It was a fibromyoma of the entire uterus, 
and attached to it were great omental adhesions. Cullen, in his book, called it a 
parasitic fibromyoma, because it obtained its major blood supply from sources outside 
the uterus, and he stated that in parasitic myoma the omentum became attenuated. In 
the specimen before them they would observe that the fragment of omentum was big 
and fat, although the myoma was parasitic. A pathologist had told him that the 
specimen had undergone sarcomatous degeneration. The chief point of interest was 
that the case brought home to them the lesson that the present day teaching as to 
interfering operatively in cases of fibromyoma was perfectly justified. 

Professor SmitH also exhibited a specimen of Calcified Vibromyoma, or Uterine 
Stone. 

Dr. Sotomons, for Dr. E. Hastincs Tweepy, exhibted (a) Large Ovarian Cyst 
with pregnancy; (b) Subphrenic Abscess in Pregnancy. 

Professor SmitH said the first case opened up the very large question as to 
operative interference during pregnancy. Formerly there was a superstition that 
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they should not operate, but that had been quite altered, and there was not one 
of them who had not from time to time to do operations in pregnant patients. He 
had removed ovarian cysts and fibroid tumours from pregnant women, and in only 
one case in a number of such operations was pregnancy interrupted. Personally he 
advised the removal of a cyst, as it might be a question of urgency at any moment 
owing to torsion of the pedicle, and they could not guarantee what might happen 
after delivery. 

Dr. Sotomons, in reply, said the case of cyst was up to full term. There had 
been two cases lately in the hospital about five months pregnant; one went to full 
term, and the other aborted after the operation. 

Dr. Frep W. Kipp read a paper on 

Some Hints anD SuGGESTIONS ON THE TEACHING oF MIDWIFERY AND GYN&COLOGY, 
and a discussion followed. 
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REVIEWS OF RECENT BOOKS. 


Tue Mepicat Report or THE MONTREAL MATERNITY FOR 1908. 


A considerable proportion of the patients attended to at this Maternity were 
paying patients; no details of the payments made are given, but it is noteworthy that 
of a total of 475 “public patients” no less han 363 are classed as paying patients. 
During the year 95 women were treated in the extern department; the maternal 
mortality was nil, and the fetal mortality 4. In the intern department there were 
586 confinements and 10 twin cases. The duration of each patient’s stay in hospital 
averaged 19°5 days, and the average number of days in hospital after the confinement 
was 141. The proportion of primipare to multipare was unusually high, there being 
308 of the former to 289 of the latter; 107 of the patients were unmarried. 
In 103 cases some operative procedure was adopted, accouchment forcé being resorted 
to no less than 14 times. There were 62 forceps deliveries; thus the percentage of 
forceps cases was about the same as in maternity hospitals in England. Cesarean 
section was performed twice. One woman had been delivered the previous year by 
pubiotomy ; the recovery after the Cesarean section was more rapid and satisfactory 
than after the pubiotomy. The second patient died on the third day from “cardiac 
weakness.” Labour was induced ten times, the indications being contracted pelvis, 
placenta previa, nephritis, and “tetanus uteri and impending death of the child.” 
The method of inducing labour is not mentioned. 

No statistics of the morbidity are given, but it is stated to have been unusually 
high owing to epidemics of tonsillitis and La Grippe, “from which nearly every 
patient in the hospital suffered.” Four hourly observations of the pulse and tempera- 
ture are taken for the first 14 days after delivery, and if after the end of the first 
day the temperature reaches 100°6 the case is classed as morbid. There were nine 
maternal deaths, two being apparently due to shock and collapse shortly after delivery. 
The post mortem findings are not mentioned, and the notes are so scanty as to be 
practically valueless. 


LeHRBUCH DER GEBURTSCHILFE. By Max Runge, late Professor of Obstetrics and 
Gynecology in the University of Gottingen. Eighth edition. Pp. 540, with 
236 illusrations, some coloured. Price 14 marks. Berlin: Julius Springer. 


The present edition of this Text-book was published just before the death of its 
distinguished author, who was reputed to be one of the most lucid teachers of 
midwifery in Germany. The book has been written essentially for students, and 
practical midwifery forms its basis. All controversial matter has been avoided; 
theories have not been discussed, but where a subject is beset by many the best- 
established has been selected and stated simply and clearly. The author has 
recognized that in order to impress the student conviction must sometimes be 
sacrificed to dogmatism. 


The type is large and the pages correspondingly so (11” x73”). The illustrations 
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deserve special mention; they are all large, well drawn and clear, and show the 
wisdom of employing a big page in an illustrated book. 


The book is planned in seven sections: (1) the physiology of pregnancy; (2) the 
physiology of labour; (8) the physiology of the puerperium; (4) the pathology of 
pregnancy; (5) the pathology of labour; (6) the pathology of the puerperium; and 
(7) obstetrical operations. 


For those parts dealing with the practical aspect of obstetrics we have nothing but 
praise; no pains have been spared to make this as complete as possible, and every 
useful detail, however trivial, has been mentioned. But we think that theoretical 
considerations have received somewhat scant attention, even for the modest needs of 
the student. Two examples of this may be taken. In the few pages devoted to the 
ovum the history of the Graafian follicle, ovulation and the corpus luteum are 
dismissed in a few words and without a single illustration. True, these matters may 
be found in the physiology books, but they have such a special importance in the 
processes of reproduction that they deserve a place in a text-book. 


The author apparently does not recognize a special “toxemia of pregnancy”; 
acute yellow atrophy of the liver is relegated to the section on the accidental 
complications of pregnancy ; pernicious vomiting is classed as a pathological phase of 
a physiological condition. No reference is made to the disturbed metabolism and 
urinary changes attending eclampsia and allied states. It is true that these matters 
are still in an undecided stage, but they represent important steps in the advance 
of knowledge, and as such the student’s mind should at least be kept alive to them. 


As already indicated, the balance of detail lies on the practical side. The section 
on contracted pelvis covers sixty pages, and is lavishly illustrated. Runge is not 
in favour of induction of premature labour, chiefly because of the excellent results 
now obtained by Cesarean section and hebosteotomy. Labour should never be 
induced before the 34th week, and never in a primigravida, but only in women whose 
previous obstetrical history is known. Above all methods he prefers the hydrostatic 
bag; bougies he has always found uncertain and slow. 

Rapid delivery is recommended for all cases of eclampsia, though the author 
admits that palliative measures may suffice for a few cases where the convulsions are 
few and slight and the general condition of the patient good. He recognizes the 
difficulty of performing such methods of rapid delivery as so-called “ vaginal 
Cesarean section,” and cervical incision in general practice, and recommends that, 
wherever possible, such cases should be transferred to a hospital. For placenta previa 
the author has found that combined version gives the best results for both mother 
and child; treatment by hydrostatic bags is relegated to a few lines of small print. 


The book is a sound practical guide for students, and is devoid of all unnecessary 
matter; it is also a book which would obviously be of great service to the general 
practitioner. E. H. 


ABHANDLUNGEN AUS DEM GEBIETE DER GEBURTSCHILFE UND GyNKOLOGIE. Bd. i, Ht. 1; 
publications from the Second Gynecological Clinic of the Imperial Hungarian 
University at Budapest. Edited by Prof. Dr. W. Tauffer, Director of the 
Clinic. Price 3 marks. Berlin: S. Karger. 


This is the first volume of a series to be published regularly from the Gynecological 
Department of the Hungarian University at Budapest. Each volume contains a set 
of papers by Prof. Tauffer and his assistants. The value of publications such 
as these is considerable, for they represent the experience of one man, or one set of 
men, in a large hospital, with a large material, over a considerable period of time; 
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in other words, they are a record of concentration of material, of methods and of 
thought. 

In the present volume Prof. Tauffer writes on “The borderline between Conserva- 
tive and Radical Operations for Fibromyoma of the Uterus,” based on the results of 
the treatment of these cases at the Budapest Clinic for the last 25 years, and 
representing 2,274 patients. Prof. Toth writes on “The Operations for Fistule” 
which have been performed in the Clinic for the last 25 years, and Dr. Scipiades has 
a paper on “Rupture of the Uterus,” based on the 91 cases which have been treated 
in the Clinic for a similar period of time. 

All these papers are in considerable detail; their length may be judged by the 
fact that the whole volume contains more than 300 pages. 


These and subsequent papers will appear as abstracts in the Review of Current 
Literature from time to time. E. H. 





